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PREMIGRONIZED FOR 


OPTIMAL 
EFFIGAC 


Automatically measured-dose 
aerosol medications. 
Nonbreakable...Shatterproof 
Spillproof...Leakproof 


Isoproterenol sulfate, 2.0 mg. per cc., suspended 

ws ® in inert, nontoxic aerosol vehicle. Contains no 

Med | h a j e P= i 5 alcohol. Each measured dose contains 0.06 mg. 

isoproterenol. 

‘. Epinephrine bitartrate, 7.0 mg. per cc., sus- 

° pended in inert, nontoxic aerosol vehicle. Con- 

Med | haler aa b P tains no alcohol. Each measured dose contains 
0.15 mg. epinephrine. 


NOTABLY WELL TOLERATED AND EFFECTIVE FOR CHILDREN, aay 2 
Northridge, Calif. 
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Nothing is Quicker* 
Nothing is more Effective’: 
gpirogra™ cin vital Witheither. 
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TABLETS AND ELIXIR 


To add life to years—not merely years to life. . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 

In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 


Niatric contains: | Each Tablet: 5 cc. Elixir: e Niatric protects capillary integ rity 
Pentylenetetrazol 100 mg. . 100 mg. H H H 
e Niatric prevents brain tissue hypoxia 
Ascorbic Acid 100 mg. 100 mg. 
15% Send now for samples and erature. : 
Average Dose: 1 tablet or 1 tsp. (5 cc.) t.i.d. A F. ASCHER AND COMPANY, INC. 
Supply: Tablets, bottles of 100 and 500. 
Elixir, bottles of 1 pint. Ethical Medicinals / Kansas City, Missouri 
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Dimetane works! 


Whatever the allergic symptom, Dimetane provides unexcelled antihistaminic 
potency and minimal side effects. Dimetane works in certain cases where other 
antihistamines fail. For your next case of pruritus or urticaria prescribe Dimetane 
Extentabs® (12 mg.), Tablets (4 mg.), Elixir (2 mg./» cc.), Dimetane-Ten sd aie 
(10 mg./cc.) or Dimetane-100 Injectable (100 mg./cc.). A. H. Robins Co., | 4 
Inc., Richmond go, Virginia/Ethical Pharmaceuticals of Merit Since 1878 


‘ 
| 
| 
j 
| 
| 
| 
| 
| 
& | 
| 
| 
| 
| 
| 
| 
| 
| 
aye | 
| 
= | 
LXER 
acuity 
on and 
| : 
, INC. 


} 
: 
4 


VOLUME 52 SOUTHERN MEDICAL JOURNAL 5 


See case history of this patient ae 
on following pages. 


highest fluid yields, 

lowest blood-pressure levels 
yet achieved with oral 
diuretic-antihypertensive 
therapy... 
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Record of patient with congestive failure 
treated at a leading Philadelphia hospital, 
Photos used with permission of the patieng, 


L8., 81-year 
ploint of pain 
to hospital on 


marked pitting |== 


both bases; $ 
e ) ad fion (without e' 
pable liver 2- 
rib cage; bilat 


cleared in 4 days 


origin; arterios 
wit Sl foilure; chron 
with pulmonar 


Patient L.S. 
Urinary 
Output (ml.) 
Weight (Ibs.) 


sidrix Dosag 
{mg./ day) 


ESIDRIX IS 10 TO 15 TIMES MORE ACTIVE THAN CHLOROTHIAZIDE 


INDICATED IN... congestive heart DOSAGE: Esidrix is administered orally in relieves 
an average dose of 75 to 100 mg. daily, By often pI 
failure e hypertension e hypertensive with a range of 25 to 200 mg. A single dose 
may be given in the morning or tablets may or chlor 
vascular disease « premenstrual edema be administered 2 or 3 times a doy. 
, SUPPLIED: Tablets, 25 * provide 
« toxemia of pregnancy « edema of mg. (pink, scored); bot- ste 
wee tles of 100 and 1000. ce 
pregnancy « steroid-induced edema Tablets, 50 mg. (yel- CIB (A 
low, scored); bottles | Brest, ALN., 0 
nephrosis « nephritis of 100 and 1000, Wi 
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tient, 


8l-year-old patient with com- 
ploint of painless hematuria admitted 
o hospital on 3/3/59. Past history in- 
cluded congestive heart failure of 15 
years’ duration. Clinically significant 
symptoms: expiratory wheezes over 
entire chest; bilateral coarse rales of 
both bases; slight abdominal disten- 
‘ion (without evidence of ascites); pal- 
poble liver 2-3 fingerbreadths below 
rib cage; bilateral pitting edema (4-++) 
of pretibial and ankle area. Admis- 
sion diagnosis: hematuria of unknown 
origin; arteriosclerotic cardiovascular 
disease; poorly compensated heart 
foilure; chronic pulmonary fibrosis 
with pulmonary insufficiency. 
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Patient was put on regimen of bed 
rest, moderate salt restriction, digi- 
talis and pulmonary decongestants. 
When ankle edema, hepatic conges- 
tion and rales failed to clear by 3/6, 
Esidrix 50 mg. b.i.d. was ordered. By 
3/8 L.S. had lost 3 pounds. Rales de- 
creased; there was 1+ pitting edema 
of ankle area only. He felt more com- 
fortable, was able to enjoy reading 
newspapers and magazines in bed. 


By 3/11, patient’s weight had dropped 
2 more pounds. Ankle edema and 
lung rales were gone. Patient toler- 
ated cystoscopy and fulguration of a 
small bleeding polyp in his bladder 
on 3/12 very well. Ambulatory on the 
4th day of Esidrix therapy, L.S. visited 
his neighbors down the hall, played 
checkers with another patient. On 
3/14 he was discharged. 


or chlorothiazide” 


Dennis, E. W.: Clinical report to 


T.M, 


Patient L.S. 
Date 3/4 3/5 3/6 3/7 3/8 3/9 3/10 3/11 3/12 3/13 
Urinary 

Output (ml,) 840 690 960 2140 1230 660 1220 1350 -— =— 

Weight (Ibs.) 139 136 -- 134 

tsidrix Dosage 

ing. day) 0 0 50 100 100 100 100 100 50 100 


(hydrochlorothiazide CIBA) 
' relieves edema in many patients refractory to other diuretics’ 
" often produces greater weight loss than parenteral mercurials 


' provides a greater average reduction in blood pressure than chlorothiazide*® 


" is exceptionally safe... reduces the likelihood of electrolyte imbalance 


|. Brest, ALN, and Likoff, W.: Am. J. Cardiol. 3:144 (Feb.) 1959. 2. Clark, G. M.: Clinical report to CIBA. 
CIBA. 
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NOW 

new way 
to relieve pain 
and stiffness 
im muscles 
and joints 


INDICATED IN: 


MUSCLE STIFFNESS 


LUMBOSACRAL STRAIN 


“SACROILIAC STRAIN 


WHIPLASH INJURY 
BURSITIS 
SPRAINS 
TENOSYNOVITIS 
FIBROSITIS 
FIBROMYOSITIS 
LOW BACK PAIN 
DISC SYNDROME 
SPRAINED BACK 
“TIGHT NECK" 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 
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@ Exhibits unusual analgesic properties, different from those 


-of any other drug ® Specific and superior in relief of sSomMAtic pain 


@ Modifies central perception of pain without abolishing natural 


defense reflexes M™ Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanedio! dicarbamate 


@ More specific than salicylates Less drastic than steroids 


@ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SOMA is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with any previously used analgesic, sedative or 
relaxant drug. 

Soma also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts FAST. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy on high dosage. 


EASY TO USE. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


SuPPLIED: Bottles of 50 white sugar-coated 350 mg. tablets. 
Literature and samples on request. 


V4 WALLACE LABORATORIES, NEW BRUNSWICK, N. J. 
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(Canterbury Bells} in foreground 


fat from here are é manufactured: + 
from ‘the powdered leaf 
; Pil. Digitalis (Davies, Rose): 
(2 or 1 ULS.P. Digitalis Unit. 
They are Phygic ogically standardized, 
with, an expiration date on each package. . 


Being Digitalis in its completeness, 
this preparation comprises the 
“entire therapeutic value of the dea 


provides the physician. with a safe and effective 


“means of digitalizing the cardiac Patient” 
and of Maintaining the necessary saturation. 
Security lies in prescribing 
; boride of 35 pills, Davies, Rose. 
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mune tiie 
thal y OM NEL 


cam to Yow, 
NEOCHOLAN 
w 


flatulence and belching 
intestinal atony 


PITMAN-MOORE COMPANY 
Neocholan® greatly increases the flow of thin, P. O. Box 1656, Indianapolis 6, Indi 


nonviscid bile and corrects biliary stasis by flush- 
ing the biliary system. It also acts as a smooth 


muscle relaxant, resulting in an unimpeded flow Please send me, without charge, two 

of bile and pancreatic juices into the small intestine. clinical packages of Neocholan. 

Each Neocholan tablet contains: : 
Dehydrocholic Acid Compound.. 250 mg. M.D 
Homatropine methylbromide.... 1.2 mg. 


Bottles of 100 tablets. city STATE 
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‘te patients with disturbances of the see ear, Arlidin produced 
_remission of their chief complaint (impaired hearing, tinnitus or ve 
in over 50% of cases. “Significant hearing improvement” occurre 
32 of 73 patients.”” Rubin and Anderson! attribute these symptom 
circulatory disorders of the inner ear to “labyrinthine artery insuffi 
due to spasm or obstruction of the vessels. They presumed that — 
improvement could be produced by an agent capable of increasing 
flow and consider that the efficacy of Arlidin in this congue isd 
bi superior mode and vasorelaxant effects. 


other 
| 
Sample 
250 Ea 
Rubin, W., and Anderson, J. R.: Angiology, Oct.1958. 


=... 
vitamin « pharmaceutical corporat 


on-Funk Laboratories, division 
East 43rd Street, New York 1 


ae inier eat 

and arterioscl ittent claudicatic 

“cold” legs fees... al boangiitis 

is avai s, Raynaud's syndrome, ische cramps, 

vailable in 6 mg me, ischemic ulcers. 

rec.. in 1-cc. ampuls sored tablets. Parenter al Arlidin 
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UTERINE HEMORRHAGE 


AMELIORATES MENOPAUSAL SYMPTOMS 
IN A HIGH PERCENTAGE OF PATIENTS 


Vallestril (brand of methallenestril) has a unique pharmacologic advantage in that 
its low-dosage effectiveness in controlling menopausal symptoms is rarely accom- 
panied by withdrawal bleeding. 


Schneeberg, Perczek, Nodine and Perloff* gave Vallestril to fifty-two menopausal 
patients and compared it with several other estrogenic compounds. They reported: 
“[Vallestril] was found to be a satisfactory therapeutic agent in menopausal syn- 
drome in 50 of 52 patients (96 per cent). ... Vaginal bleeding during therapy or upon 
withdrawal of therapy was infrequent and generally observed only when larger 
than therapeutic doses were prescribed. ...[Vallestril] compares favorably with other 
estrogenic compounds in all respects, and was, in many instances, found to be the 
more satisfactory upon direct comparison in the same patient.” 

Dosage for the menopausal syndrome: 6 mg. daily for three weeks; then 3 mg. daily 
for as long as required to control symptoms. Medication should be interrupted every 
four months to determine the need for further therapy. Vallestril is supplied in tab- 
lets of 3 mg. G. D. Searle & Co., Chicago 80, III. Research in the Service of Medicine. 


*Schneeberg, N. G.; Perczek, L.; Nodine, J. H., and Perloff, W. H.: Methallenestril, a New Syn- 
thetic Estrogen, J.A.M.A. 767:1062 (July 14) 1956. 
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in the depressed, unhappy patient 


PROMPTLY IMPROVES MOOD 


without excitation 


* Acts fast to relieve depression and its common symptoms: 
sadness, crying, anorexia, listlessness, irritability, 
rumination, and insomnia. 


* Restores normal sleep—without hang-over or depressive 
aftereffects. Usually eliminates need for sedative-hypnotics. 


EFFICACY AND SAFETY CONFIRMED IN OVER 3,000 
DOCUMENTED CASE HISTORIES.'* 


Dosage: Usual starting dose is 1 tablet q.id. When necessary, 
this dose may be gradually increased up to 3 tablets q.i.d. 


Composition: Each light-pink, scored tablet contains 1_mg. A Ai 
2-diethylaminoethyl benzilate hydrochloride (benactyzine HCl) «= r O 

and 400 mg. meprobamate. 

References: 

1. Alexander, L.: J.A.M.A, 166:1019, March 1, 1958. : 

2. Current personal communications; in the files of Wallace Laboratories. @) °WALLACE LABORATORIES, New Brunswick, N. j. 


3. Pennington, V.M.: Am. J. Psychiat. 115:250, Sept. 1958. TrRADE- marx co-8712 
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Cobalt-induced ery- a 
thropoietin increases 


cologically, by per 
of Fe°? uptake.“ 


Activates the 
physiologic 
mechanism in 
anemia therapy 


Each tablet contains: Cobalt chloride (Cobalt as Co..3.7 mg.)..15 mg., Ferrous Sulfate, exsiccated..100 mg, 


Only cobalt among therapeutic agents enhances pro- 
duction of erythropoietin to promote red cell formation.':2:° 
With Roncovite-MF, increased erythropoietin pro- 


duction permits excellent hematopoietic response with 
sharply reduced iron dosage. 


Cobalt-iron (Roncovite therapy) has been demon- 
strated as superior to iron alone in the common hypo- 
chromic anemias such as menstrual anemia, anemia of 
pregnancy, nutritional anemia of infancy and refrac- 
tory anemias of chronic infection. +:5:¢7:% 


(1) Goldwasser, E.; Jacobson, L. O.; Fried, W., and Pizak, L. F.: Blood 13:55 (Jan.) 1958. (2) Gurney, C. W.: 
Jacobson, L. O. and Goldwasser, E.: Ann. Int. Med. 49:363 (Aug.) 1958. (3) Korst, D. R.; Bishop, R. C.. and 
Bethell, F. H.: J. Lab. & Clin. Med. 52:364 (Sept.) 1958. (4) Ausman, D. C.: Journal-Lancet 76:290 (Oct.) 
1956. (5) Holly, R. G.: Obst. & Gynec. 9:299 (Mar.) 1957. (6) Holly, R. G.: Clin. Obst. & Gynec. 1:15 (Mar.) 
1958. (7) Diamond, E. F.; Gonzales, F., and Pisani, A.: Illinois M. J. 113:154 (April) 1958. (8) Hill, J. Mi 
La Jous, J., and Sebastian, F. J.: Texas State J. Med. 51:686 (Oct.) 1955. 
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VAGINAL GEL INAI ‘ 
: 
ho 


BETADINE 

brand of Povidone-lodine, possesses broad-range germicidal activity 
against fungi, yeasts, bacteria, protozoa, and viruses. In the vaginal 
tract Betadine Vaginal Gel and Betadine Vaginal Douche kill 
trichomonas and monilia on contact and destroy common pathogens. 
Betadine is virtually nonirritating to vaginal mucosa. 


indicated: 
in the treatment of trichomoniasis, moniliasis and nonspecific vaginitis. 


advantages: 
* almost immediate relief from leukorrhea, pruritus; diminishes malodor 
* unsurpassed broad-range microbicidal activity 
therapeutically active even in the presence of blood, pus, vaginal secretions 
« wetting action to assist penetration into vaginal crypts and crevices 


how to use: 
In the office: Swab the vaginal vault with Betadine Antiseptic, full strength. 


prescribe Betadine Vaginal Douche for therapeutic use as follows: 
Two (2) tablespoonfuls to a quart of lukewarm water once daily by the patient 
at home, for six days. On the seventh day, the patient returns for re-examina- 
tion and swabbing with Betadine Antiseptic; an additional week of therapeutic 
douching if necessary. 


prescribe Betadine Vaginal Gel as follows: Insert one (1) applicatorful 
of Betadine Vaginal Gel each night, followed by a douche the next morning, 
through the entire menstrual cycle. If further therapy is warranted, the gel 
should be continued only during the actual menses days of the following two 
menstrual periods. 

After the infection has been brought under control, the use of Betadine 
Vaginal Douche is recommended twice weekly at a dilution of one (1) table- 
spoonful to a quart of lukewarm water. 


established in 1905 
TAILBY-NASON COMPANY, INC., Dover, Delaware 
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IN URTICARIA AND PRURITUS 


VISTARI 


HYDROXYZINE PAMOATE 


A PSYCHOTHERAPEUTIC ANTIHISTAMINE 


(as designated by A.M.A. Council on Drugs, 1958) 


SPECIFIC ANTIHISTAMINIC ACTION in the treatment of a 

variety of skin disorders commonly seen in your practice. 

“While some of the tranquilizers are only partially effective 

as far as antiallergic activities are concerned... |hydroxyzine] 

+s been found, by comparison, to be the most potent thus 


“The most striking results were seen in those patients with 
chronic urticaria of undetermined etiology.’ 

PLUS 

PSYCHOTHERAPEUTIC POTENCY for the relief of anxiety 
and tension. 

The psychotherapeutic effectiveness of hydroxyzine 
(VISTARIL) was confirmed in a series of 479 patients suf- 
fering from a wide variety of dermatoses, including atopic 
dermatitis, neurodermatitis, psoriasis, lichen planus, nummu- 
lar eczema, dyshidrosis, pruritus ani and vulvae, and rosacea. 
“Adverse reactions were minimal.’ 


RECOMMENDED ORAL DOSAGE: 50 mg. q.i.d. initially; 
adjust according to individual response. 

VISTARIL Capsules: 25 mg., 50 mg., 100 mg. 

VISTARIL Parenteral Solution: 10 cc. vials and 2 cc. Stera 
Cartridges. Each cc. contains 25 mg. hydroxyzine (as the HCl). 
REFERENCES 

C.: Clinical Medicine 5:897-904 (July) 1958. 


2. Feinberg, A. R., et al.: J. Alle 29:358 (July) 1958. 
3. Robinson, H. M., et al.: So. Med. J. 50:1282 (Oct.) 1957. 


Science for the world’s well-being TRADEMARK 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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ethically promoted 


Meta Cine represents a carefully designed formula which provides the 
physician with a vaginal douche preparation which safely and effectively 


Meta 


maintains a clean healthy vagina. 


Meta Cine is a combination of several ingredients clinically established as 
valuable in promoting proper vaginal hygiene. Diluted for use, Meta Cine 
possesses the desired pH (3.5); contains the mucus digestant, papain, which 
dissolves mucus, plugs and coagulum; contains lactose to promote growth oi 
desirable déderlein bacilli, and methyl salicylate for soothing stimulation of 


circulation within thé vaginal walls. 


Its pleasant, deodorizing fragrance also meets the esthetic demands 


of your patients. 


Meta Cine is promoted exclusively to the medical profession, and recommends 
itself as your preparation of choice for patients who might otherwise indulge 
in unsupervised self-medication with potentially damaging nonphysiologic 


douches. 


Supplied in 8-0z. containers, 2 teaspoonfuls in 2 quarts of warm water, 


douche as prescribed. 


BRAYTEN Pharmaceutical Company e Chattanooga 9, Tennessee 


Printed douching instructions for patients available upon request. 
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in vaginitis ove? 


TRICOF 


destroys all 3 principal pathogens 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON IMPROVED 
provides: a new specific moniliacide MICOFUR® brand of nifuroxime, 

the established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus. vaginalis. 


1. Office insufflation once weekly of the Powder (MICOFUR [anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 0.375% and FUROXONE 0.25% in a water-miscible base). 


NITROFURANS —-a new class of antimicrobial ither antibiotics nor sulfonamides. aul I. 


EATON LABORATORIES, NORWICH, NEW YORK 


ON 
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Dorsey brand of 


Bars 
CAuT 
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wi 


Warning: 
TON: 
nsing 
One-or 
pare 


Each Nebralin 
tablet contai 


umed-release action fora night's sleep 
NEBRALIN is Gesigned to duplicate. the normal sleep 

encourages muscular relaxation and induces sustained, 
relaxed sleep by the. release of mephenesin 
ba timedc-release tibiet. Rapid-acting mephenesin quickly 
Telaxcs skeletal muiciés to overcome “fatigue-tension”™ 

mane Conditrsss fae hody for sicep. Dorsita! provides CNS 

Sedation to induce sound, felaxed sleep. The initial and 

: ustaining dosages are designed to keep the amount of 
Sarbiturate to be Hactivated at any one time at a low level 
tapering toward morning. Evidence indicates that mephenesin 

capable of producing sleep, and when combined with a 
barbiturate enhances barbiturate action.*:* Moreover, the 
‘integrated action “of the two camponents permits smatier 
Mosages of each? assuring your patients refreshed awakenings 
‘without *morning hangover.” 


Mehlesinger, Bs New York Acad. Sc. 2:6, Nov.) 1648. 

and layier, Anesthesiatogy 17.414, 1956, 
Posterad. Mad: 24-207, 1956. 
Pharmacot Rey. 1242, 2949. 


‘Lincoln, Nebraska - Peterborough, Canada 


EY + adivision of The Wander Company: > 
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I. 


ULCER CONTROL 


all day 


NEW 


DARIC 


oxyphencyclimine hydrochioride 


TABLETS 


all night 


patient comfort. 


Natural Prolonged Action-The action of DARICON, a more potent and better tolerated anticholinergic, is 
consistently prolonged because it has a unique chemical structure and is not dependent on “mechanical” 
means (e.g., special coating, adsorption on ion-exchange resin). 


In addition to peptic ulcer, DARICON is also indicated for other gastrointestinal disorders characterized by 

hypersecretion, hypermotility and spasm (e.g., functional bowel syndrome, chronic nonspecific ulcerative 
colitis and biliary tract disease). 

Dosage: 10 mg. b.i.d. (morning and evening), Supply: Tablets, 10 mg., white, scored. Bottles of 60 and 500. 

*Trademark 

yizer) Science for the world’s well-being 


EVEN REFRACTORY CASES RESPOND PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 


Brooklyn 6,N. Y. 
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ANNOUNCING 


TRANQUILIZER FOR 
EXTENDED OFFICE 
PRACTICE USE 
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\ 
F 
POSITIVE CALMING The development of TENTONE® Methoxypromazine Maleate f 
ACTION ADAPTED = Lederle does not duplicate primary function of existing tranquilizers. 
FOR LOWER RANGE TENTONE fills the need for a practical, potent agent for extended 
OF EMOTIONAL use in everyday practice (as illustrated above). 
DISORDERS 
Action of TENTONE Methoxypromazine Maleate approaches that A 
of the strong phenothiazines without their drawbacks. Calming re- L 
sponse is positive and rapidly apparent to both patient and physi- F 
cian. However, as a basic phenothiazine modification, TENTONE 
allows full therapeutic application in the mild and moderate range 
of anxiety-tension and somapsychic disorders most usually seen in 
general practice. 
EXCELLENT Incidence of untoward reactions is exceptionally low and approxi- 
TOLERATION — mates the mild ataractic drugs. Reduction in sensitivity reaction, 
MARKED intestinal distress, blood, brain or liver toxicity is striking, particu- 
REDUCTION IN larly in the low dosage range. TENTONE exhibits greater freedom 
COMPLICATIONS from depression and drug habituation. Physical and psychic orienta- 
‘ tion is usually preserved. Occasional drowsiness may be encountered, 
particularly in higher dosages. In moderate to more severe cases, this 
sedative effect may be desired. 4 


TENTONE has thus been described as one of the easiest tranquilizers 
to handle in office practice. In indicated cases, the physician may be 
relieved of the patient’s unnecessary concern over his own illness. 
In contrast to the previous types of drugs, complaints over induced 
distress or inadequate benefit are rare. 
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WHEN MORE THAN 
MILD SEDATIVE 
EFFECT IS DESIRED 


POSSIBLE 
POTENTIATION OF 
ANALGESICS 

AND NARCOTICS 


ADAPTABLE 
LOWER DOSAGE 
RANGES 


SOUTHERN MEDICAL JOURNAL 2 


Consequently, TENTONE is more useful than other ataractic drugs 
in two areas: (1) mild to moderate conditions—when more than 
mild sedative effect is sought, (2) middle range of moderate to severe 
cases— when less than psychopathology is involved. 


Indications include ® common anxiety-tension states ™ obsessive- 
compulsive behavior ® neurosis ® depression ® situational anxiety 
and hysteria 


And the emotional components of:-® agitation @ restlessness ® 
tremors ® insomnia ® alcohol- and drug-withdrawal syndrome & 
hyperkinesis ® prenatal anxiety ® rheumatic disorders # dermatoses 
® menopausal syndrome ® premenstrual tension ® peptic ulcer, 
other g.i. disorders ® asthma, other allergy ® multiple sclerosis, arter- 
iosclerosis ® malignancy, other progressive diseases 


Since tranquilizing drugs may potentiate the action of pain-relievers, 
sedatives, and barbiturates, they should be used with caution in 
conjunction with them, or to achieve a greater response to these drugs 
in various conditions when desired. They may also be useful in 
reduction of effective dosage to better tolerated, or non-habituating 
levels. 


Dosage must be individualized to severity of condition and response 
desired. 


In mild to moderate cases: varies from 30 to 100 mg. daily. 


In moderate to severe cases: from 75 to 500 mg. daily. 


In psychotic or institutionalized patients, TENTONE may be useful 
as a substitute when toxicity precludes effective dosage of other 
phenothiazines, or as maintenance after hospitalization. Dosage may 
range from 100 to 1500 mg. daily in divided doses. 


Supplied: 10 mg., 25 mg. and 50 mg. tablets 


LEDERLE 


‘ 
: 
: 
: 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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controls the double trouble... 


E®hyperacidity relieved — In AL-Carom, selected 
antacids act promptly to relieve heartburn, flatulence 
and other distressing symptoms of gastric hyperacidity. 


digestion maintained—AL-Caro1p contains 
the proteolytic enzyme — Caroid® — which is not inacti- 
vated by antacids, thus assuring maintenance of protein 
digestion. 


Powder/Tablets Write for samples 


American Ferment Co., Inc. * 1450 Broadway « New York 18, N. Y. 
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the MeaNS (second to none) 


to end nausea and vomiti 


perphenazine 


INJECTION * SUPPOSITORIES * REPETABS * TABLETS 


leads all phenothiazines in effective 
antinauseant action 


* frees patients from daytime drowsiness 


* avoids hypotension 


proved and published effectiveness in 
practically all types of nausea or emesis 


FOR RAPID CONTROL OF SEVERE VOMITING 


TRILAFON INJECTION 


5 mg. ampul of 1 cc. 


Relief usually in 10 minutes'...nausea and 
vomiting controlled in up to 97% of patients?... 
virtually no injection pain. 


ALsSo NEW TRILAFON SUPPOSITORIES 
4 mg. and 8 mg. 


AND FOR ORAL THERAPY 
TRILAFON REPETABS* TRILAFON TABLETS 


8 mg.—4 mg. in outer layer for prompt effect, 2 mg. and 4 mg. 
4 mg. in inner core for prolonged action 


(1) Ernst, E. M., and Snyder, A. M.: Pennsylvania M. J. 
61:355, 1958. 


(2) Preisig, R., and Landman, M. E.: Am. Pract. & Digest Treat. 
9:740, 1958. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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“Antacid? Rorer’s Maalox. It doesn’t constipate and patients like its taste better 
... By the way, try their new double strength Tablet Maalox No. 2. It’s great!” 


MAALOx® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TABLET MaAA.ox No. 2: 0.8 Gram, double strength (equivalent to two teaspoon- 
fuls), Bottles of 50 and 250. 


Samples on request. 
WiLuiaM H. Rorer, INC., Philadelphia 44, Pennsylvania 
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.lodides 
and hot liquids 
—[among] 
the best 
friends 
an asthmatic 
ever had.” 


FREE YOUR ASTHMATIC PATIENT 
FROM SECRETORY OBSTRUCTION 
ENCOURAGE BRONCHIAL EVACUATION 


solution and tablets iodinated glycerol, organically bound iodine 
THE WELL TOLERATED' IODIDE EXPECTORANT—‘‘Wheezing”’ or ‘“‘hacking” coughs respond 
most favorably to specific antitussive medication plus the ‘‘excellent bronchial evacuants’”? 
—iodides—a most clinically effective type of expectorant.? For. excellent results, add stable 
Organidin—organically bound iodine—to your favorite cough therapy. Organidin is better- 
tasting, better tolerated than inorganic iodides. Full dosage may be given immediately. ORGANIDIN 
solution is freely miscible with common syrups. supPLiED: Solution, bottles of 30 cc.; Tablets, 
bottles of 100. posace: See Physicians’ Desk Reference, 1959, p. 847. (1) Seltzer, A.: M. 
Ann. District of Columbia 26:17 (Jan.) 1957. (2) Segal, M. S.: J.A.M.A. 169:1063 (Mar.) 
1959. (3) McLean, J. A.: GP 18:128 (Dec.) 1958. For professional samples and literature write: 


WAMPOLE LABORATORIES,.STAMFORD, CONNECTICUT 
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TRICHOMONAS 
MONILIA 
BACTERIA 


welcome clinical advance... 
effective medication 


in an appealing form 


Soft and pliant “als tampon, the Milibis vaginal suppository offers proved therapeutic 
action* in a vehicle giving unusual clinical advantages to both patients and physician. 


COVERS CERVIX AND VAGINAL WALL —-The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 
columns and rugae of the vaginal vault. 


SHORT DOSAGE SCHEDULE -The short course of treatment with 
Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
longer treatments before complete cure. 


® 
M LI B | S Vaginal Suppositories 


Now supplied with LABORATORIES 

plastic applicator New York 18, N.Y. 

SUPPLIED: BOXES OF 10 « INSURES CORRECT 97 per cent effective in a study of 564 cases; 


94 per cent effective in a series of 510 cases. 


with applicator. SUPPOSITORY PLACEMENT 
Milibis (brand of glycobiarsol), trademark reg. U.S. Pat. Off. 


itamin-Miner 


EDERLE 
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K RAL capsules—14 VITAMINS AND 11 MINERALS 


itamin-Mineral Supplement Lederle For Complete Formula see PDR (Physicians’ Desk Reference), page 689 


EDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York ({ederia) 
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Clinical findings in 900 patients 
show the 

selective antihypertensive action 
of Singoserp 


IN 735 PATIENTS, BLOOD PRESSURE FELL AN AVERAGE OF 30.7 mm. Hg: 


® more than half of these patients suffered from moderate 
to severe hypertension 


® more than half of the cases involved hypertension of at 
least 6 years’ standing, with many histories of up to 20 
years’ duration 


THE SIDE-EFFECTS PROBLEM WAS MINIMIZED IN MOST PATIENTS: 
Chart shows gratifyingly low incidence of side effects in 233 
patients given Singoserp with no other antihypertensive 
medication 


a major 
improvement 
in rauwolfia 


posace: Initially, 1 to 2 tablets (1 to 2 mg.) daily. 
supp.ieD: Singoserp Tablets, 1 mg. (white, scored); bottles of 100. 
Samples available on request. Write to CIBA, Box 277, Summit, N.J. a m a jor 


(syrosingopine CIBA) 


C 


SUMMIT,N.J. 
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the preferred 


vaginal douche 


Massengill Powder has a “clean” re- 
freshing fragrance. It is favored by most 
patients. 

Massengill Powder is buffered to main- 
tain an acid condition in the vaginal 
mucosa. It is more effective than vinegar 
and simple acid douches. Its mild astrin- 
gency alleviates the distress of inflamed 
tissues. 

Massengill Powder has a low surface 
tension which enables it to penetrate into 
and cleanse the folds of the vaginal mucosa. 


Indications: Massengill Powder solutions 
are a valuable adjunct in the manage- 
ment of monilia, trichomonas, staphylo- 
coccus, and streptococcus infections of 
the vaginal tract. 


Currently, mailings will be forwarded 
only at your request. Write for samples 
and literature. 


massengill powder 


COMPANY 


a 
= 


why is 


powder 


the preferred vaginal douche? 


The clean, refreshing fragrance of Massengill 
Powder is acceptable to the most fastidious for 
therapeutic or routine hygienic use. Solutions 
are easily prepared, convenient to use, non- 
staining. They effectively cleanse, deodorize and 
soothe the vaginal mucosa, while their mild 
astringent properties tend to decrease vaginal 
secretions. 


Clean-Up After Antibiotics 
Following intensive antibiotic therapy, many female — 
patients complain of vulvar pruritus or vaginitis, many — 
present the classical picture of monilia albicans infec. — 
tion. Regular use of Massengill Powder, with its pH of 3.5% 
4.5, helps restore the normal acidity of the vaginal tract# 4 
Mildly astringent, it inhibits growth of pathogens. = 


_ Low pH Retention Massengill Powder is buffered to retain 
acidity. In a recent study, ambulatory patients—with an alka 
line vaginal mucosa resulting from pathogens—tnaintained an | 
acid vaginal mucosa of pH 3.5 for a period of 4 to 6 houm 
after douching with Massengill Powder; recumbent patients — 
maintained a satisfactory acid condition up to 24 hours. Simple 
acid douches are quickly neutralized by an alkaline vaginal 
mucosa, and are unsatisfactory in maintaining the required 
acid pH of the vagina.” 


Lower Surface Tension Massengil” 
Powder in the standard solution has a surface tension of 530” 
dynes/cm. as compared to that of water and simple acid sole — 
tions with 72 dynes/cm. This added property enables Massengill_ 
Powder to penetrate into and cleanse the folds of the vaginal 
mucosa, thus increasing the therapeutic effectiveness. Lowered 
surface tension makes the cell wall and cytoplasmic membrane _ 
of the infecting more to specific — 


SUPPLY REFERENCES 
Powder 1. , W.R., Rakoff, AB, 
oe 
Small, 3 oz. Large, 16 oz. 2. P.H., The Prob 
Medium, 6 oz. Hospital Size, 5 Ibs. i 
ournal of Surg., Obs.,and 
Pads of douching instructions for pa- Eyes, Val » No. 2:85 
tient use available on request. (1954) 


IVIASSENGILL COMPANY 


Gristel, Tennessee Rewer: + Sen 
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brand of chlorpropamide 


provides the POTENCY ESSENTLAL for 


predictable, precise response 


EFFECTIVENESS 


DiaBINEsE increases the opportunity of success 
and minimizes the danger of therapeutic failure. 
It has the necessary potency to assure effective 
reduction of blood sugar in most maturity-onset 
diabetics—even in patients who have failed to 
respond to other oral therapy.’ 


DiaBinEsE is eliminated gradually as the active 
substance, thus permitting “more even reduction 
of the blood sugar...”” Its effect is “devoid of 
marked blood sugar fluctuations and wide 
metabolic excursions’* observed with less potent, 
readily metabolized medication requiring mul- 
tiple dosage. 


SAFETY 


DiaBinesé is “well tolerated with minimal side 
effects in the therapeutic range of 100 to 500 
mg.’” Its striking effectiveness and ‘almost com- 
plete absence of unfavorable side effects” have 
led to the prediction that ‘Diabinese will even- 
tually prove to be the drug of choice in the 
sulfonylurea group.’”* 


ECONOMY AND CONVENIENCE 
DrasinEse has the necessary duration of effect 
to permit convenient once-a-day dosage. More- 
over, the average dose of DIABINESE (285 mg. 
per day)°* means a substantial reduction in cost 
to your patients. 


Supplied: Tablets, white, scored, 250 mg., bottles of 60 and 250; 100 mg. bottles of 100. 


1. Sugar, S., et al.: 
Greenhouse B.: in on and Diabetes New York Abad. 
N.Y. 4. ee 'W. M.: West Virginia M. J. 54:467, 1958. 


Science for the world’s well-being PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 


Jan., 


Ann. District of Columbia 27:445, 1958. 2. O'Driscoll, J.: J. trish M. A, 43:323, 


1958. 
., Sept. 25-27, 1958, New York, 
5. Schumacher, 0. P., et al.: Cleveland Clinic Quart. 26: 12, 
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why is 


massengill powder 


the preferred vaginal douche? 


The clean, refreshing fragrance of Massengill 
Powder is acceptable to the most fastidious for 
therapeutic or routine hygienic use. Solutions 
are easily prepared, convenient to use, non- 
staining. They effectively cleanse, deodorize and 
soothe the vaginal mucosa, while their mild 
astringent properties tend to decrease vaginal 
secretions. 


Clean-Up After Antibiotics 


Following intensive antibiotic therapy, many female 
patients complain of vulvar pruritus or vaginitis, many 
present the classical picture of monilia albicans infec- 
tion. Regular use of Massengill Powder, with its pH of 3.5 to 
4.5, helps restore the normal acidity of the vaginal tract! 
Mildly astringent, it inhibits growth of pathogens. 


_ Low pH Retention Massengill Powder is buffered to retain 

acidity. In a recent study, ambulatory patients—with an alka- 
line vaginal mucosa resulting from pathogens—maintained an 
acid vaginal mucosa of pH 3.5 for a period of 4 to 6 hours 
after douching with Massengill Powder; recumbent patients 
maintained a satisfactory acid condition up to 24 hours. Simple 
acid douches are quickly neutralized by an alkaline vaginal 
mucosa, and are unsatisfactory in maintaining the required 
acid pH of the vagina.” 


Lower Surface Tension Massengill 
Powder in the standard solution has a surface tension of 50 
dynes/cm. as compared to that of water and simple acid solu- 
tions with 72 dynes/cm. This added property enables Massengill 
Powder to penetrate into and cleanse the folds of the vaginal 


mucosa, thus increasing the therapeutic effectiveness. Lowered 
surface tension makes the cell wall and cytoplasmic membrane _ 


of the infecting organism more susceptible to specific therapy? 


SUPPLY REFERENCES 

Massengill Powder is supplied in glass 1. Lang, W.R., Rakoff, A.E., 

jars of the following sizes: Am Geriatrics Soe Soc. 1:520 

Small, 3 oz. Large, 16 oz. 2. Arnot, P.H., The Prob 

Medium, 6 oz. Hospital Size, 5 Ibs. lem of Douching, We —— 

Pads of douching instructions for pa- es 4) Vol. No. 2: 5 


tient use available on request. 


Bristol, Tennessee + New York © Kansas City + San Francise 
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Economical 


DIABINESE 


brand of chicrpropemice 


provides the POTENCY ESSENTLAL for 
predictable, precise response 


EFFECTIVENESS 


DiaBINESE increases the opportunity of success 
and minimizes the danger of therapeutic failure. 
It has the necessary potency to assure effective 
reduction of blood sugar in most maturity-onset 
diabetics—even in patients who have failed to 
respond to other oral therapy.’ 


DiaBinese is eliminated gradually as the active 
substance, thus permitting “more even reduction 
of the blood sugar...’” Its effect is “devoid of 
marked blood sugar fluctuations and wide 
metabolic excursions’® observed with less potent, 
readily metabolized medication requiring mul- 
tiple dosage. 


SAFETY 

D1aBINnEsE is “well tolerated with minimal side 
effects in the therapeutic range of 100 to 500 
Its striking effectiveness and ‘almost com- 
plete absence of unfavorable side effects” have 
led to the prediction that *Diabinese will even- 
tually prove to be the drug of choice in the 
sulfonylurea group.”* 


ECONOMY AND CONVENIENCE 
DiaBinese has the necessary duration of effect 
to permit convenient once-a-day dosage. More- 
over, the average dose of DIABINESE (285 mg. 
per day)* means a substantial reduction in cost 
to your patients. 


Supplied: Tablets, white, scored, 250 mg., bottles of 60 and 250; 100 mg. bottles of 100. 


1. Sugar, S., et al.: M. Ann, District of Columbia 27:445, 1958. 2. O'Driscoll, B. J.: J. Irish M. A, 43:323, 1958. 
:% Grecmhense, B.: In Conference on ge and Diabetes om New York Acad. Sc., Sept. 25-27, 1958, New York, 


4. Sheppe, 'W. M.: West Virginia M. J. 54:467, 1958. 
hy “1959. 


Science for the world’s 


5. Schumacher, O. P., et al.: ‘Cleveiand Clinic Quart. 26: 12’ 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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From basic research—basic progress 


MAY 1959 vo 


bibliography: 


indications: 


dosage: 


supplied: 


IN EDEMA: 


® shows greater oral effectiveness than any other 
class of diuretic agent 


® each 25 mg. HYDRODIURIL orally is equivalent 
to 1.6 cc. meralluride 1.M. 


® has been reported to be effective even in patients 
who do not respond satisfactorily to other diuretics 


® has prompt onset of action with diuretic effectiveness 
maintained even on prolonged daily administration 


® low toxicity—extremely well tolerated 


® often achieves the benefits of a low salt diet 
without the unpleasant restriction 


Hypertension, congestive heart failure of all degrees of sever- 
ity, premenstrual syndrome (edema), edema and toxemia of 
ae. renal edema—nephrosis, nephritis; cirrhosis 
with ascites, drug-induced edema, and as adjunctive ther- 
apy in the management of obesity complicated by edema. 
In edema—one or two 50 mg. tablets of HYDRODIURIL 
once or twice a day. 

In hypertension—one or two 25 mg. tablets or one 50 
mg. tablet HYDRODIURIL once or twice a day. 


25 mg. and 50 mg. scored tablets HYDRODIURIL (Hydro- 
chlorothiazide) in bottles of 100 and 1,000. 


*HYDRODIURIL and DIURIL are trademarks of Merck & Co., INC. 


Additional information on HYDRODIURIL is available to the 
physician on request. 


1. Esch, A. F., Wilson, 1. M. and Freis, E. D.: 3,4-Dihydro- 
chlorothiazide: Clinical Evaluation of a New Saluretic A\ ent. 
M. Ann. District of Columbia 28:9, Jan.) 
1959. 2. R. V.: The Clinical Pharmacolo By of Hydro- 
ehlorotiazds Southern Med. J.52:40, Gan.) 1959. 3. Fuchs, 
 Bodi, T., Irie, S. and Moyer, J. H.: Fretiminary Evaluation 
IURIL’); Rec. & Ann. 
51:872 4. Moyer, J. H., Fuchs, M., Irie, S. and 
Bodi, T.: Some Observations on the Pharmacol ogy of Hydro- 
chlotothianide. Am. J. Cardiol. 3:113, Jan.) 1 
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HYDRODIURIL (HYDROCHLOROTHIAZIDE) 


® highly-active derivative of chlorothiazide ~, 
® qualitatively similar to DIURIL® but at least 10 to 12 times more potent by weight 
* loss of potassium is clinically insignificant in the great majority of 


HYDROCHLOROTHIAZIDE 


: It is important that the dosa = be adjusted as eg 4 


IN HYPERTENSION: 


® effective by itself in some patients—markedly 
potentiates other antihypertensive agents 


® provides background therapy to improve and 
simplify the management of all grades of 
hypertension 


® has been reported by some investigators to have 
a greater antihypertensive effect in some 
patients than chlorothiazide at equivalent dosage 


® does not lower blood pressure in normotensives 


® reduces dosage requirements for other 
antihypertensive agents, often with concomitant 
reduction in their distressing side effects 


® smooths out blood pressure fluctuations 


as the needs of the individual patient demand. When 
HYDRODIURIL is used with a ganglion blocking agent, it is 
mandatory to reduce the dose of the latter by at least 
50 per cent, immediately upon adding HYDRODIURIL to 
the regimen. 

HYDRODIURIL has shown no adverse effects on renal 
function; for this reason it may be used with excellent 
results even in patients for whom the organomercurials 
are contraindicated because of renal damage. 

The excretion of potassium is much lower than that of 
sodium or chloride and, as is the case with DIURIL®, the 
loss of potassium is clinically wg oe oe in the great 
majority of patients on normal diets. If indicated, potassium 
loss may easily be replaced by otassium-rich 
foods in the diet (orange juice, bananas, e . 


MERCK SHARP & DOHME 
Division of Merck & Co., INC. Philadelphia 1, Pa. 
© 1959 Merck & Co., INC. 
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For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 
In each enteric-coated tablet: 


Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 

Sodium 
para-aminobenzoate ......0.3 Gm. (5 gr.) 
ic acid 50.0 mg. 


or for the patient 
who should avoid sodium 


PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 


Potassium salicylate .......... 0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ...... 0.3 Gm. (5 gr.) 


For the patient 
who requires steroids 


PABALATE®-HC 


(PABALATE WITH HYDROCORTISONE) 
Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage. . . satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 


In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium salicylate .................. 0.3 Gm. 
Potassium para-aminobenzoate.. 0.3 Gm. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA + Ethical Pharmaceuticals of Merit since 1878 
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That’s the patient with the right form of 
VITERRA on his regimen! This comprehen- > 


| sive vitamin-mineral formula is ideal in 


frank nutritional deficiency states (viTERRA 
Therapeutic) or in daily supplementation 


(viterrRA Capsules, viTerRRA Tastitabs® and 


viTeRRA Pediatric). 
VITERRA Therapeutic: when high poten- 
cies are indicated. 
VITERRA Capsules: 10 vitamins, 11 min- 
erals for balanced daily supplementation. © 


| Now in a soft, soluble capsule this small 
for added patient convenience. 


VITERRA Tastitabs: virerra the way chil- 


i dren like it best. Chew it, swallow it, let 


it melt in the mouth. Dissolve it in liquids, 
or add it to the formula. 


= escribe convenient, delicious 


RA Pediatric in the unique new 
Metered-Flow bottle. 
Dosage: usually one capsule or 
Tastitab daily. 
Supplied: capsutes: in 30’s and 100's. 
TASTITABS: bottles of 100. 
VITERRA PEDIATRIC: 50 cc. bottles. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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VITERRA Capsules: 10 vitamins, 11 min- 
erals for balanced daily supplementation. 
Now in a soft, soluble capsule this ie 


for added patient convenience. 


_ VITERRA Tastitabs: viterra the way chil- 


dren like it best. Chew it, swallow it, let’ 


it melt in the mouth. Dissolve it in liquids, 


or add it to the formula. 


convenient, delicious 
RRA Pediatric in the unique new 
_ Metered-Flow bottle. 


| Dosage: usually one capsule or 


Tastitab daily. 
Supplied: capsutes: in 30’s and 100's. 
TASTITABS: bottles of 100. 


| VITERRA PEDIATRIC: 50 cc. bottles. 


VITER 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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HIGHLIGHTS FROM THE A.M.A. COUNCIL ON DRUGS 
REPORT ON TRIAMCINOLONE 


J.A.M.A. 169:257 (January 17) 1959. 


“Tt {triamcinolone! has an anti-inflammatory potency greater than an equal 
amount of prednisolone; i.e., comparable suppressive effects may usually 


be achieved with lower doses of triamcinolone than with prednisolone.” 


“ 


Triamcinolone lacks the sodium-retaining and edema-producing effects of 
most other glucocorticoids. During the first several days of administra- 
tion, it may cause a loss of sodium from the body; an initial mild diuretic 
action is frequently observed, whether the patient is frankly edematous or 
not. This is in contrast to the definite sodium-retaining and fluid-retaining 
properties of cortisone and hydrocortisone and to amuch lesserextent with 


prednisone and prednisolone.” 


“Except in exceedingly large doses, triamcinolone apparently has no con- 
sistent effect on potassium excretion. Hence, neither sodium restriction 
nor potassium supplementation is ordinarily required during therapy with 


this agent.”’ 


“As with other glucocorticoids, the long-term administration of triamcino- 
lone results in definite catabolic effects, as indicated by impairment of 
carbohydrate utilization and negative protein and calcium balance. This 
catabolic effect, coupled with a lack of appetite stimulation which is appar- 
ently peculiar to triamcinolone, may produce weight loss that might be 


undesirable in some patients treated for long periods of time.” 


“...the voracious appetite, with weight gain and euphoria. characteristic 


of other steroids, is not seen with administration of triamcinolone.” 


“Triamcinolone has been used for the management of a wide variety of 
clinical conditions usually considered amenable tosystemic steroid therapy. 
These have included rheumatoid arthritis and other collagen diseases, 
allergic and dermatological disorders, certain leukemias and malignant 
lymphomas, the nephrotic syndrome, pulmonary emphysema and fibrosis, 
acute bursitis, rheumatic fever, and certain blood dyscrasias. Although 
clinical experience with the drug in some of the foregoing conditions is 
not extensive, the many similarities in action between triamcinolone and 
other potent glucocorticoids would indicate a usefulness for triamcinolone 
akin to that of other agents of this class.” 
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“There is some evidence that triamcinolone is more effective at a smaller 
dosage than are other steroids in controlling both the skin and joint lesions 
in psoriasis, whether or not complicated by arthropathy.” 


“Triamcinolone appears to compare favorably with other steroids for use in 
those situations in which edema and sodium retention have been compli- 
cating problems.” 


“It [triamcinolone] may also be the steroid of choice for patients in whom 
psychic stimulation, euphoria, voracious appetite, and weight gain should 
be avoided.” 


“\..the drug |triamcinolone| does produce the other side effects and un- 
toward reactions common to the glucocorticoids. At therapeutically equiv- 
alent doses, the frequency and severity of clinical manifestations of hyper- 
adrenalism — rounding of the face, fat deposition, and hirsutism — are 
essentially the same. Likewise, there is little indication that the relative 
incidence of osteoporosis is materially decreased after the long-term use 
of the drug.” 


“Triamcinolone apparently does not cause the euphoria sometimes seen 
with other steroids, and the occurrence of mental depressions is uncom- 
mon.” 


“Current evidence suggests that the drug !triamcinolone| may not produce 
as high an incidence of peptic ulcer as do other steroids.” 


“Cutaneous erythema seems to be a side effect peculiar to triamcinolone.” 


“The usual contraindications and precautions of glucocorticoid therapy 
should be followed in the use of triamcinolone, keeping in mind that pro- 
longed therapy with this drug will suppress the function of the patient’s 
own adrenals by interfering with the pituitary-adrenal axis.” 


Triamcinolone LEDERLE 


Supplied: 1 mg. scored tablets (yellow) 
2mg. scored tablets (pink) 
4 mg. scored tablets (white) 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY. Pearl River, New York 
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when it’s skin deep 
use XYLOCAINE ointment 


...in nearly all external symptoms of pain, itching and burning, e.g., sunburn, minor burns, 
insect bites, abrasions, poison ivy and other contact dermatitis, hemorrhoids and inoperable 
anorectal conditions, and cracked nipples. 


Xylocaine Ointment, a surface or topical anesthetic, gives fast, effective and long lasting 
relief. Its water-soluble, nonstaining base melts on contact with the skin, to assure imme- 
diate release of the anesthetic for fast action and it does not interfere with the healing 
processes. 


ASTRA PHARMACEUTICAL PRODUCTS, INC., WORCESTER 6, MAss., U.S.A. 


XYLOCAINE’ OINTMENT 


brand of lidocaine*) 


2.5% & 5% 
SURFACE ANESTHETIC 


U.S. Pat. No. 2,441,498 Made in U.S.A. 
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the house-call antibiotic a 
e wide range of action is reassuring when 
& culture and sensitivity tests are imprac- 
tical 


e effectiveness demonstrated in more 
- than 6,000,000 patients since original 
product introduction (1956) 


tentiat d tetracycline 


More 90 clinical attest to 
the superiority and effectiveness of Cosa- 
Signemycin (Signemycin). Bibliography - 
and professional] information booklet 
available on request. : 


Pfizer Science for the world’s 


PFIZER LABORATORIES : 
Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y. 


capsules oral suspension pediatric drops 
125 mg., 250 mg. raspberry flavored, raspberry flavored, 


2 oz. bottle, 125 mg. 10 ce. bottle (with 
per teaspoonful (5 cc.) calibrated dropper), 
5 mg. per drop (100mg. 

per cc.) 
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the house-call antibiotic 


e wide range of action is reassuring when 
culture and sensitivity tests are imprac- 
tical 

e effectiveness demonstrated in more 
than 6,000,000 patients since original 
product introduction (1956) 


glucosamine-potentiated tetracycline 
with triacetyl 


More than 90 clinical cian attest to 
the superiority and effectiveness of Cosa- 
Signemycin (Signemycin). Bibliography - 
and professional information booklet 
available on request. : 


Pfizer Science for the world’s ssn, tll 


PFIZER LABORATORIES : 
Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N. Y. 
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capsules 


125 mg., 250 mg. 


oral suspension 
raspberry flavored, 
2 oz. bottle, 125 mg. 
per teaspoonful (5 cc.) 


pediatric drops 
raspberry flavored, 

10 ce. bottle (with 
calibrated dropper), 

5 mg. per drop (100 mg. 
per cc.) 


4 
111) 
\ 


44 SOUTHERN MEDICAL JOURNAL MAY 1959 


..- change the patient’s conscious- 
ness from anxiety to faith 


.. establish an inner calmness in 
the patient 


When the Condition .. clarify the symptoms and diag- 


is not acute and diagnosis nosis by removing the symptoms 
due to anxiety 
is not obvious 


..create in the patient a mental 
climate for health 


creates a subtle, even, continuous mild 
sedation without depression . . . com- 
bats anxiety . . . separates functional 
from organic symptoms 


Each tablet or capsule contains 1/4 
grain phenobarbital and 1/3 grain 
colloidal sulfur 


One, three or four times daily 


Wm. P. Poythress & Co., Inc. 


7 ETHICAL PHARMACEUTICALS *¢ RICHMOND 17, VIRGINIA 
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CLINICAL BRIEFS FROM MODERN PRACTICE Fs 


What differentiates “renal diabetes” (renal 


glycosuria) from diabetes mellitus? 


Blood sugar levels. In renal glycosuria they are normal; in untreated diabetes, 
fasting blood sugars are usually 130 mg.% or over and postprandial levels 
170 mg.%, or more. 


Source: Joslin, E. PR; Root, H. FE; White, PR, and Marble, A.: The Treatment of Diabetes 
Mellitus, ed. 9, Philadelphia, Lea & Febiger, 1952, pp. 701-702. 


A“URINE-SUGAR PROFILE” FOR 
CLOSER CONTROL 


The new CLINITEsT Urine-Sugar 
Analysis Set contains an improved 
Analysis Record form that enables 
even closer control of the moderate 
and the severe diabetic. Daily urine- 
sugar readings may be connected to 
produce a graph—a day-to-day 
“profile” that reveals at a glance 
individual trends and degree of 
control. 


j 


color-calibrated 


MODERATE AND THE SEVERE DIABETIC 


LI N ITE FOR EVEN BETTER CONTROL OF THE 


the STANDARDIZED 

urine-sugar test forreliable 
quantitative estimations AM ES 
| “...the most satisfactory COMPANY, INC 
Elkhart « Indiana 
method for home anc tonneesGanede 


office routine testing.” * 
*GP 16:121 (August) 1957. 
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NEW AND EXCLUSIVE. .. the only 5-action 


one-tablet treatment... for comprehensive 
control of your asthma patients, prescribe 


BRONKOTABS 


THESE BY A 
DISTURBING APPROPRIATELY ONE TABLET 
_ PHENOMENA CONTROLLED = FORMULA: 
| Bronchodilator — Ephedrine sulfate, 24 mg. 

Local bronchial edema — > Diuretic Theophylline, 100 mg. | 
Allergic complications Antihistaminic <- : Thenyldiamine HCI, 10 mg. 


_ 4, Tenacious mucus — > Expectorant + Glyceryl guaiacolate, 100 me. q 


5. Ansiety-tension Sedative Phenobarbital, 8 mg. 


CLINICALLY PROVEN -good to excellent results in 91% of 593 patients.’ 
WELL TOLERATED-side effects in these studies mild and temporary—incidence only 4.7%." 


INDICATIONS-For prevention or relief of the symptoms of allergic asthma, asthmatic bron- 
chitis, chronic bronchitis with emphysema, emphysematous bronchospasm. Also for the 
relief of bronchial asthma associated with hay fever, allergic rhinitis and nonseasonal upper 
respiratory allergies. 


DOSAGE-Adults: one tablet every 3 or 4 hours, four to five times daily. Children over six: 


one half the adult dosage. Available at all pharmacies. 
FOR PROMPT EMERGENCY RELIEF b RO N KEPH N 
orepinephri m—10 cc. vials 2 mg./cc.d 


.. far more ‘than a substitute for epinephrine . . 


GEORGE A. BREON & CO., NEW YORK 18, NEW YORK 


1. Personal communication. 2. Foland, J. P.: Postgrad. Med. 18:397 (Nov.) 1955. 
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SUPERTAH 


(1.259, COAL TAR FRAC WIT 


LBY-NASON COMPANY,|INC. DovER, DELAWARE 


| upper @ maximum efficiency... spreads thinly for evenly 
‘distributed therapeutic action and great economy 
“supplied: 1-oz. tt “provides the therapeutic et sctiven 


FOR RESTORING AND 
STABILIZING THE INTESTINAL FLORA 


LACTINEX GRANULES and TABLETS contain a 
standardized viable mixed culture of Lactobacilli acidophi- 
lus and bulgaricus with the naturally-occurring metabolic 
enzymes produced by these organisms. 

LACTINEX TABLETS—A clinically proven treatment 
for gastro-intestinal disturbances, including diarrhea’ ** 
(antibiotic induced and others) in infants and adults. 


LACTINEX GRANULES—An especially designed 
dosage form (served on cereal, food or with milk) of this 
effective product for the pediatric and geriatric patient. 

Dosage: Three or four tablets or one packet, three or 
four times a day. 


Supplied —tablets in bottles of fifty — granules in boxes of twelve, 
one gram packets. 


1. Siver, Robert H.: Current Medical Digest, Vol. XXI, No. 9, September 1954. 
2. McGivney, John: Texas State Journal of Medicine, Vol. 51, No. 1, January 1955. 
3. Frykman, Howard M.: Minnesota Medicine, Vol. 38, No. 1, Janvary 1955. 


HYNSON, WESTCOTT & DUNNING, INC. 


Baltimore 1, Maryland 
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Severe Hemorrhage as a Complication 


of Diverticulitis* 


HENRY M. CARNEY, M.D.,t Texarkana, Tex. 


It is becoming recognized that massive hemorrhage in the bowel may originate from 
diverticulosis. Though this is contrary to former beliefs, it is becoming established 
as a fact. One reason for this is an aging population in which the incidence 


of diverticulosis is from 15 to 20 per cent. 


WiTH CAREFUL EXAMINATION approximately 
one-third of the people over the age of 45 
have been found to have either single or mul- 
tiple diverticula of the intestinal tract. As the 
life span increases, the more frequently will 
the clinician confront this abnormality and 
its many complications. 

Three years ago, from our files and the 
files of the two local hospitals, we reviewed 
the records of 1,489 patients who had had 
barium examination of the colon. We found 
an occurrence of diverticulosis or diverticu- 
litis in 18.4 per cent. This compares with a 
figure of 8 to 10% at most institutions, which 
will vary depending upon whether the barium 
enema is considered as a routine procedure 
in the general survey of a patient. 


The well-known complications of this dis- 
ease are obstruction, perforation and hemor- 
rhage. The latter complication may be the 
passage of small amounts of blood usually 
bright red, or massive exsanguinating hemor- 
rhage. The latter is the one we have encoun- 
tered recently. We find, however, that this 
experience apparently has been much less 
common with other clinicians. The general 
attitude has been one of mild caution! or 
skepticism? in accepting diverticular disease 
as a cause of severe hemorrhage. More recent- 
ly others, as Barborka,? McMillan,* Cate and 
Hoar,® have convincingly reported their ex- 


*Read before the Section on Surgery, Southern Medical As- 
sociation, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


+From the Collom and Carney Clinic, Texarkana, Tex. 


periences. That massive hemorrhage is not 
common is evident by the excellent paper by 
Noer* in 1954, in which he was able to find 
only 41 reported cases in the world’s literature 
for the previous 12 years. Welch® states that 
at the Massachusetts General Hospital there 
have been only 9 cases of severe hemorrhage 
as a result of diverticular disease. 

There is a history of bleeding in 10 to 20% 
of cases of diverticulitis, nearly all of these 
being due to capillary or venous bleeding. 
Massive hemorrhage is undoubtfully due to 
erosion of the wall of a moderate sized artery. 
We are all familiar with the difficulty in 
locating the source of hemorrhage from the 
gastrointestinal tract in the gross operative or 
autopsy specimen. From our surgical experi- 
ence we do know that expectant therapy of 
arterial bleeding is a hazardous approach to 
the problem. There are two sources of arterial 
bleeding. The more common is from a _ per- 
forating artery of the bowel wall; the rare 
type of hemorrhage occurs where the diver- 
ticulum becomes adherent to the abdominal 
wall, pelvic or other structures and erodes 
into an artery with hemorrhage into the 
lumen of the colon. Hickey® recorded a case 
in which an erosion occurred into the left in- 
ferior epigastric artery, requiring 6,500 cc. of 
blood prior to operative relief. We believe 
that bleeding may occur from a diverticulum 
adjacent to the mesentery of the colon or 
small bowel, but have been unable to demon- 
strate this complication. 
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The following are summaries of cases we 
have encountered in the past few years. 


Case Reports 


Case 1. A. C. S. (No. 1861), a 71 year old white 
man, was admitted to St. Michael Hospital on March 
3, 1957, with a complaint of severe upper abdominal 
pain. Pain occurred in attacks and radiated to the 
back. Nausea and repeated vomiting accompanied 
these attacks. Previously he had had a cholecystectomy 
followed by a ventral hernia and later repair of this 
defect. Operative procedures had not relieved the pain. 
Repeated x-ray examination of his stomach showed no 
abnormality; x-ray of the colon revealed extreme 
diverticulosis (Fig. 1). 

Physical examination showed a fairly well nour- 
ished and developed individual who seemed younger 
than the stated age of 71. His blood pressure was 
110/70. The abdomen was not distended and the chief 
finding was epigastric tenderness. 

A plain x-ray film of the abdomen showed retained 
barium in multiple colonic diverticula. The lateral 
films showed a fusiform aneurysm at the level of L,, 
L, and L, with a transverse diameter of 3.5 cm. at its 
widest portion. The laboratory findings were within 
normal limits. 

The patient’s pain soon subsided, and with no other 
positive findings an appointment was made to have 
his aneurysm repaired elsewhere. He was dismissed 
two days after admission. 

One week after dismissal he was awakened at 3 A.M. 
by an extreme desire to defecate and passed large 
liquid stools containing clots of bright red blood. 
Within the next 3 hours he passed three similar stools 


FIG. 1 


(Case 1) Multiple diverticula in barium enema before op- 
eration. 
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FIG. 2 


(Case 1) Entire left half of colon containing old blood. 
Small applicator sticks demonstrate the numerous diverticula. 


and was brought to the hospital by ambulance. 

Physical examination showed no marked pallor. His 
B.P. was 110/80, P. 106 and R. 34. However, within 
one hour he had another large hemorrhage. His B.P. 
fell to 106/70 and the P. rose to 112. The PCV. was 
36°% and the Hgb. 14.5 Gm. It was increasingly evi- 
dent that the patient was bleeding rapidly, and his 
blood pressure level could not be maintained in spite 
of rapid transfusions. His blood pressure on arrival to 
the operating room was 50/0. An incision was made 
from the xiphoid to the pubis. The presence of a 
large fusiform aneurysm was confirmed. The entire 
left colon and left transverse colon were discolored 
and filled with blood. A hemicolectomy was done and 
an anastomosis of the mid-transverse colon to the rec- 
tal stump. The procedure was well tolerated (Figs. 2 
and 3). 

His course in the hospital was satisfactory. He had 
no further bleeding than that apparently already 
present in the bowel. 

Now 18 months have passed since his hospitaliza- 
tion. He states his health has been better than for the 
past decade. 

A barium study made on Jan. 29, 1958, 9 months 
after his resection, shows the diverticula and diverticu- 
litis in the remaining portion of the colon (Fig. 4). 
He has refused to have treatment of his aneurysm. 

Case 2. P. N. (No. 4911), a white man aged 67, had 


FIG. 3 


(Case 1) Closer view showing diverticula containing fecal 
concretions. 
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been in excellent health without serious illnesses and 
no operations. Two months prior to admission he had 
pain in his left lower abdomen extending to the lower 
back. Twenty-four hours before admission he began to 
have slight bleeding, and on the day of admission had 
seven or eight bloody stools, which were becoming 
progressively more profuse. The patient fainted in the 
office. 

Physical examination revealed a short, markedly 
obese individual, weighing 248 lbs. His height was 5 
ft. 10 in. He was pale and appeared quite weak. B.P. 
was 90/60. Other physical findings were not remark- 
able except for a markedly protuberant abdomen and 
tenderness in the left lower abdomen. Bright red 
blood was on the gloved finger at rectal examination. 
The laboratory findings were: PCV. of 40%, bleeding 
time 1 min. 32 sec., coagulation time 4 min. 12 sec., 
prothrombin time 14 sec. with the control 12 sec. 

An attempt was made to treat this patient conserva- 
tively because of his marked obesity. He continued to 
have bloody stools and in spite of 3,000 cc. of whole 
blood over a period of 48 hours, the Hgb. dropped to 
9.5 Gm. and the PCV. to 30 per cent. His general 
condition progressively deteriorated. 


In the operating room a generous midline incision 
was made. The procedure was difficult due to the 
marked obesity. The small bowel was distended. The 
colon was examined; the diverticula were numerous 
and extended from the rectum to the mid-portion of 
the transverse colon. To the right of the mid-point in 
the transverse colon only 8 diverticula were identified. 
There was blood in the entire colon but especially on 


FIG. 4 


(Case 1) Follow-up barium enema showing diverticula pres- 
ent in remaining transverse colon proximal to anastomosis. 


FIG. 5 


(Case 2) Left colon containing old blood. 


the left side. A hemicolectomy was done with suture 
of the mid-portion of the transverse colon to the 
stump of the rectum (Figs. 5 and 6). His course fol- 
lowing operation was satisfactory for 2 weeks. He was 
ambulatory and taking a soft diet. 

Suddenly he again began to pass bright red blood 
from the rectum. Within 24 hours he had nine hemor- 
rhages. This was accompanied by pallor, fall in blood 
pressure and a rise in pulse. A liter and a half of 
whole blood was given with little improvement in his 
condition, and a decision was made to remove the re- 
maining colon. The bowel again was filled with black 
blood. There was an abscess posterior to the old anas- 
tomosis which was likewise filled with blood. This 
abscess infringed on the mesentery of the colon and 
bleeding at the base of the abscess was particularly 
difficult to arrest. The remaining portion of the colon 
was removed with the formation of an ileostomy rather 
than an ileosigmoidostomy. The latter was technically 
impossible in one of his habitus. His postoperative 
course was fairly satisfactory except for an episode of 
chest pain which was interpreted as due to a mild 
pulmonary embolus. He was dismissed one month 
after the second procedure. 

The patient did quite well for 2 months. He was 
readmitted with profound homologous serum jaundice 
and expired 11 days after admission. Autopsy showed 
no diverticula in the remaining rectal stump. There 
was no ulceration or other abnormality of the gastro- 
intestinal tract. 


Comment. In retrospect one other proced- 
ure might have been utilized in this patient. 
An ileostomy could have been done allowing 
the proximal colon to remain in situ. The 
method was successfully used in a case report- 
ed by Chenoweth.!° 

Case 3. J. J. M. J. (No. 1321), a 69 year old white 
man, had had good health until 2 years previously. 
At that time he began to pass large clots of blood in 
his stools. This had occurred at intervals of 5 or 6 
months. He was admitted to the hospital on March 3, 
1956, with his most severe episode. 

Examination revealed a pale, anxious appearing in- 
dividual with a B.P. of 90/60, and P. of 80. The abdo- 
men was generally tender; rectal examination revealed 
blood on the examining finger. Laboratory findings 
were: Hgb. 6.5 Gm., and a PCV. of 23 per cent. Previ- 
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ous x-ray studies had shown extensive diverticulosis of 
the sigmoid. X-ray examination at this admission re- 
vealed no abnormality of the esophagus, stomach or 
small bowel. 

The patient was given 1,500 cc. of whole blood and 
bleeding spontaneously subsided. He was dismissed 
after 3 days hospitalization. 

He returned one month later and had an elective 
resection of the sigmoid colon. Pathologic examination 
showed numerous diverticula and edema of the colonic 
wall. No site of the previous hemorrhage could be de- 
termined. This patient’s postoperative course was good 
and he was dismissed on the 9th day. There has been 
no further bleeding from the bowel. 

Case 4. G. C. (No. 4117), a 65 year old white man, 
was admitted to St. Michael Hospital on July 20, 1953, 
with a history of the passage of dark red stools for 24 
hours. He had become quite weak and was unable to 
stand. There had been no previous episode. Physical 
examination revealed a well nourished and developed 
individual who had extreme pallor. B.P. was 95/70. 
The Hgb. was 9 Gm. on admission, but fell to 5.5 Gm. 
in 9 days in spite of a total of 3,500 cc. of whole blood. 

Barium meal showed no evidence of abnormality of 
the esophagus, stomach or duodenum. X-ray examina- 
tion of the colon showed extensive diverticulosis of 
the sigmoid and descending colon (Fig. 7). There was 
marked spasm about these areas. The patient's bleed- 
ing slowly subsided. He was given an additional 2,000 
ce. of whole blood and was dismissed only on his 40th 
day. There was no surgical consultation. 


Comment. It would seem that an early 
hemicolectomy in this case would have been 
the procedure of choice. 

Case 5. Mrs. M. B., (No. 1377), a white woman aged 
83. was admitted to St. Michael Hospital on March 2, 
1953. Her symptoms had antedated her admission by 
2 months and consisted of cramping, lower abdominal 
pain and pain on defecation. On the day of admission 
she had passed three enormous stools which consisted 
almost entirely of bright red blood. 

Physical examination showed slight abdominal dis- 
tention and tenderness in the left lower abdomen. The 


FIG. 6 


(Case 2) Closer view showing large diverticula. 
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(Case 4) Spot film of sigmoid colon showing diverticula. 


B.P. was 180/90 and Hgb. 10.5 Gm. Rectal examina- 
tion showed gross blood on the examining finger. 
Proctoscopic examination revealed no evidence of 
malignancy. Barium enema showed numerous diver- 
ticula of the sigmoid colon. 

This patient showed no further evidence of bleed- 
ing and was dismissed on the 5th day after admission. 

Case 6. L. R. (No. 692), a 66 year old white man, 
was admitted to St. Michael Hospital on Feb. 1, 1957. 
He had been well until 7 hours before admission 
when he began to pass stools of dark red blood. These 
continued, the stools often being mixed with bright 
red blood. He became quite faint and had _ profuse 
perspiration. 

Physical examination revealed a well developed and 
nourished individual who was quite pale. B.P. was 
84/60. Blood was present on the examining finger. 
The Hgb. was 10 Gm., the PCV. 30 per cent. The 
patient was treated conservatively and observed care- 
fully. He was given 2,000 cc. of whole blood which 
improved his general condition, but he continued to 
pass blood by rectum. Examination with barium re- 
vealed no abnormality of the esophagus or stomach; 
there was a diverticulum of the second portion of the 
duodenum. Sixteen hours after admission, at laparot- 
omy, extensive diverticulosis of both the small and 
large bowel were found. There was a diverticulum at 
almost every place a perforating vessel passed through 
the bowel. They varied in size from a few millimeters 
to 3 cm. Blood was present in the large bowel only, 
in the transverse and descending colon. One diver- 
ticulum of the transverse colon was tightly packed 
with blood; this diverticulum only was removed. Dur- 
ing the next few days he was given 1,500 cc. of whole 
blood, and it was on the 9th postoperative day that no 
blood was found in the stool for the first time. His 
recovery then was uneventful and he was dismissed on 
Feb. 11, the 9th postoperative day. 


Discussion 


From the accumulated evidence in the past 
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few years, there now seems little doubt that 
massive hemorrhage from the bowel can be 
attributed to diverticular disease. Further- 
more, when it can be demonstrated that the 
hemorrhage originated in the large bowel, 
diverticulosis is the most likely cause. Con- 
trary to previous teaching massive hemor- 
rhage is seldom due to carcinoma. Bleeding 
does not usually recur, following removal of 
the involved segment of bowel. Bleeding ap- 
parently can occur without evidence of in- 
flammatory reaction. 

From our experience we have formulated a 
plan of treatment for these cases. Such a plan 
is of necessity flexible but may be helpful in 
preventing “watchful waiting’ until the pa- 
tient is unable to tolerate operative inter- 
vention. 


(1) Complete blood studies are made to in- 
clude hemoglobin, hematocrit, bleeding time, 
clotting time, clot retraction and prothrombin 
determination. 

(2) Sigmoidoscopic examination is done 
whenever feasible. We have found it of little 
assistance in diverticular disease but may dis- 
close the presence of a bleeding polyp. The 
finding of carcinoma is unlikely. 

(3) X-ray studies are made as quickly as 
possible to include barium by mouth for 
stomach and duodenum contrast studies. The 
barium enema is then given ofttimes without 
adequate preparation. All of these patients 
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are elderly and many times studies previously 
made are readily available. 


(4) Blood replacement is used as indicated. 
Should more than 2,000 cc. of whole blood be 
necessary, or bleeding be active after twelve 
hours, we advise resection of the affected area. 


Summary 


1. A report of 6 cases of diverticular disease 
of the colon complicated by massive hemor- 
rhage is presented. 


2. Massive hemorrhage from the colon in 
elderly people in the absence of demonstrable 
disease elsewhere in the bowel is almost in- 
variably due to diverticular disease. 


3. A suggested plan of management of this 
condition is given. 
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A Comparative Study of Coronary 
Disease 1n Haitian: and 
American Negroes: 


DALE GROOM, M.D., EDWARD E. McKEE, M.D., CHARLES WEBB, M_D., 
and FAYE W. GRANT, Ph.D., Charleston, 8. C.. VERGNIAUD PEAN, M_D., 
and EDITH HUDICOURT, M.D.,t Port-au-Prince, Haiti. 


The several factors of significance in the etiology of coronary atherosclerosis are far from 
clear. A comparative study of similar racial groups living under different socio-economic 
circumstances is basic in an attempt to evaluate causative factors in this lesion. 


CoRONARY DISEASE ranks as the leading cause 
of death among physicians in the United 
States today and, we are told, among our 
population as a whole. This is a discomfort- 
ing reminder of how little we really know of 
the causes and treatment of atherosclerosis. 
True, more Americans are now living on into 
the atheromatous years, with some 20 years 
added to our average life expectancy since 
1900. And not only are we growing older but 
also wiser. Our diagnostic acumen for coro- 
nary disease has been greatly enhanced by 
the advent of the electrocardiograph and by a 
better understanding of the clinical and the 
pathologic aspects of the disease. 


Recognition of myocardial infarction as a 
common cause of deaths formerly attributed 
to “acute indigestion” and other diagnostic 
wastebaskets is certainly reflected in the mor- 
tality statistics of the United States. But, ad- 
ditionally, it has been suggested from time 
to time that there may be an actual increase 
in incidence of coronary disease in this coun- 
try, over and above that which may be ac- 
counted for by the longer life expectancy and 
improved diagnostic resources, and that this 
disease may in some way be associated with 
twentieth century American living. Even the 
animals in our zoos, it is contended, now have 
10 to 20 times the degree of arteriosclerosis 

*Read before the Section on Medicine, Southern Medica! 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 

+From the Departments of Medicine and Pathology, Medical 
College of South Carolina, Charleston, S. C., and the Depart- 
ment of Pathology, Medical School, University of Haiti, Port- 
au-Prince, Haiti. 
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they showed 25 years ago.! Whether the in- 
crease is more apparent than real is perhaps 
debatable, but that it points up a major medi- 
cal problem there can be no question. 

Medical thinking on this subject has un- 
dergone an interesting transition during the 
last decade or so, from the traditional view 
that atheromatous disease is a more or less 
inevitable consequence of aging to the con- 
cept that it may be, in fact, a disease. Searches 
for a cause have yielded abundant evidence 
that several factors are involved, notably 
heredity, diet, one’s gender, and the pre. 
disposing influence of such diseases as hyper- 
tension, diabetes, and hypothyroidism. The 
role of race has been implicated in reports of 
about double the incidence of myocardial 
infarction among white persons as among 
Negroes in the United States,?-* and in various 
epidemiologic studies comparing Caucasians 
with Orientals, Africans, and other races. 
All of this evidence has been amply reviewed 
in the medical literature.*® It is probably sig- 
nificant that investigations reporting many- 
fold differences in the incidence of coronary 
disease among population groups—and even 
that this “American plague” is rare among the 
peoples of certain other countries and races— 
have for the most part been based upon vital 
statistics, hospital diagnoses or clinical ob- 
servations. 

The purpose of this investigation was to 
evaluate by pathologic rather than clinical 
criteria the degree of coronary and _ aortic 
atherosclerosis in two populations of a single 
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race living under markedly contrasting civili- 
zations. 


Procedure 


Haiti, the “Negro Republic,” is a moun- 
tainous country in the Caribbean having 
about five times the average population 
density of the United States. Its agriculture 
is accomplished principally by crude hand 
tools, its transportation by foot, and the vast 
majority of its people live under an economy 
of relative scarcity. 

Racially the people of Haiti differ little 
from the Negroes of the Southeastern United 
States (Fig. 1). Both were imported from 
coastal areas of West Africa during the same 
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slave trade, and many of those brought into 
the Port of Charleston had been re-exported 
from Haiti and other islands of the West 
Indies. The degree of subsequent mixture 
with the white race, the Haitians with their 
French colonizers who occupied the island 
for a century prior to 1800, is probably com- 
parable in the two population groups as 
judged by color and features. Most of the 
subjects involved in this study were from the 
lower income groups in both countries. 

The hearts and aortas from 139 autopsies of 
negro adults at the Medical Center Hospitals 
of the Medical College of South Carolina 
were compared with those of 128 autopsies 
from the Hopiial Général of Port-au-Prince, 


A rural Haitian family of average economic means standing beside their one room dwelling. 
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Haiti. Routine autopsies, including all types 
of deaths over age 20, were used as represen- 
tative samples of the two population groups. 
The specimens from Haiti were shipped (to- 
gether with appropriate clinical data) to 
Charleston, S. C., where specimens from both 
countries were intermixed, dissected in a uni- 
form manner, and graded as to degree of 
atherosclerosis by the same pathologist. This 
was done in such a manner that the age, sex, 
cause of death and country of origin of the 
specimens were unknown to him. After all 
grading had been completed the data were 
put on punch cards for analysis. Not until 
then were the results of the investigation 
known to the participants. 

For purposes of grading the coronary ar- 
terial tree was examined in six segments com- 
prising all the main branches. Each was 
dissected transversely at every 2 to 3 mm. of 
its length to determine by gross and micro- 
scopic examination the degree of luminal 
occlusion. Following this each segment was 
opened longitudinally and the number of 
plaques counted. The quantitative evaluation 
of coronary sclerosis was based upon criteria 
described by Edwards and his associates,7 and 
illustrated in figure 2. A segment graded O 
showed no plaques and no appreciable oc- 
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clusion of the lumen. Grade 1 included those 
having from | to 10 plaques, each with less 
than 25% occlusion of the lumen. Ten to 20 
plaques and/or 25 to 50% luminal occlusion 
were the criteria for grade 2, and more than 
20 plaques and/or 50 to 75% occlusion for 
grade 3. Grade 4 was reserved for those seg- 
ments showing diffuse formation of plaques 
and /or more than 75% occlusion at any point. 
The values for all six segments of each heart 
were then averaged to obtain the individual 
specimen grades incorporated in the compari- 
sons of figure 3. 

Aortas were graded according to number 
and size of plaques, 0 denoting no plaques, 
4 diffuse formation of plaques, and grades 
1, 2 and 3 representing intermediate stages 
of atheromatous involvement. Individual 
averages for the thoracic and abdominal por- 
tions of the aortas were used for figure 4. 

It is recognized that no system of grading, 
short perhaps of a chemical analysis of total 
lipid content of the vessels, is completely ob- 
jective. Particularly in evaluation of the 
aortas, the subjective impression of an ex- 
perienced pathologist may weigh as heavily 
as numbers. However, the degree of variabil- 
ity in grading was judged to be small both by 
duplicate determinations and by the close 


FIG. 2 


Cross-sectional views of coronary arteries illustrating the five grades of atheromatous occlusion of the lumen. 


vo 


Grade 


= 

| 
H i 
— 

| 

| 
| 
| 

| 

: i 

| 


correlation of the grades assigned to each 
specimen by two examiners. 

An attempt was made, in compiling the 
clinical data on the autopsy specimens, to 
classify each subject according to economic 
level and rural or urban residence. Most of 
the subjects in both of the two population 
groups could be so classified, but obviously 
such a system allows much room for error— 
that is, a person’s status at the time of death 
may not be truly representative of the living 
conditions of his entire life span. 

Because of the current interest in the role 
of diet in atherogenesis, detailed dietary sur- 
veys were carried out in the Port-au-Prince 
area of Haiti® and the Charleston area of 
South Carolina.? Three economic levels, cor- 
responding roughly with those of the autopsy 
specimens, were considered in each of the 
negro population groups. Average values for 
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the various food constituents are shown in 
table 1. Dietary information in both surveys 


TABLE 1 


SUMMARY OF THE FINDINGS OF THE 
DIETARY SURVEYS‘. OF THE TWO 
NEGRO POPULATION GROUPS 


Average values per adult per day 


Haiti $..C. 

Calories 1,572 2,118 
Protein, grams 45 69 
% of total calories from protein 11 13 
% of protein from animal sources 24 44 
Carbohydrate, grams 239 287 
% of total calories from carbohydrates 60 56 
Fat, grams 57 73 
% of total calories from fat 30 31 
% of fat from animal sources 16 2 
Linoleic Acid, grams 16 7 
% of total fat as linoleic acid 27 9 
Cholesterol 60 391 
Underweight—% of subjects weighed 28 19 
Overweight —% of subjects weighed 4 36 
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was obtained primarily by actual observation 
and weighing of foods in the homes, checking 
these findings against family budgets and the 
costs of these foods in the market place, and 
secondly by interviews with physicians, nurses, 
agronomists, and the housewives themselves. 


Results 


Average grades of coronary sclerosis in the 
Haitian and the South Carolina Negroes are 
compared according to age and sex in figure 
3. Because of the smaller numbers of subjects 
over age 70 the last three age decades are com- 
bined. It is evident that grades of coronary 
disease are consistently higher among the 
Americans, both male and female, in all age 
categories. The over-all difference is almost 
two to one. Males tend to show much higher 
grades of sclerosis in early life than females 
but to reach a plateau above age forty. Pro- 


gression of the disease in females, on the 
other hand, appears as an almost straight line 
ascent from the lower grades in their twenties 
to quite advanced stages of severity in later 
life. These trends are strikingly similar in 
both countries. Taking all grades, irrespective 
of age, the average for the South Carolina 
Negroes was 1.44 as against 0.69 for the 
Haitian group. 

Reflecting these findings in the coronary 
arteries were the grossly discernible areas of 
fibrosis and scarring of the myocardium ob- 
served in 36 of the 267 hearts. Of these, 24 
were from the South Carolina series and 12 
from Haiti—again a 2 to | proportion—with 
males predominating throughout. 

A surprising finding in this study was the 
remarkable equality between the two popula- 
tion groups in grades of aortic atherosclerosis. 
Actually the Haitian group averaged a little 
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higher in the younger decades, about equal 
in middle life, and slightly lower above age 
70, the over-all numerical averages being 1.83 
for the South Carolina specimens and 1.56 
for those from Haiti. 

When the grades for all six segments of the 
coronary arterial tree and those from the two 
portions of the aorta are considered, rather 
than the average coronary and aortic grades 
for each individual specimen, the country dif- 
ference in coronary atherosclerosis was calcu- 
lated to be three times as great as that in the 
corresponding aortas. This is evident in a 
more complete statistical analysis of the data 
presented in another publication.!° 

The dietary findings are notable chiefly as 
regards the difference in amounts of cho- 
lesterol consumed in the two countries, at- 
tributable largely to the scarcity of eggs and 
other foods of animal origin in Haiti. While 
the amounts of fat are not greatly different, 
and the percentage of total calories obtained 
from fat virtually the same for both popula- 
tions, the proportion of unsaturated fat in 
the Haitian diet is about double that in the 
American’s diet. Also the total caloric intake 
of the Haitians was considerably lower, an 
observation which is reflected in the weights 
of many of the individuals who were inter- 
viewed in the dietary surveys. Some of the 
peasants appear to subsist on incredibly low 
caloric intakes—even less than 1,000 calories 
per day—and the annual toll of lives ac- 
countable to malnutrition and _ starvation 
bespeaks the privation of most of Haiti's 3 
million people. 

Discussion 


Paramount in these results is an apparent 
predisposition of the American group to 
coronary but not to aortic atherosclerosis. 
There was a general tendency for slightly 
higher coronary and aortic grades among 
subjects from predominantly urban environ- 
ments and among those from the more 
prosperous economic levels, in both Haiti and 
South Carolina, but these differences were 
relatively small. The reasons for the selective 
involvement of the coronary arteries are not 
known. Certainly if diet is the major factor 
we need to revise our ideas of what constitutes 
a “normal” diet. 

If we regard the process of atheroma forma- 
tion as being fundamentally the same in both 
arteries—the fatty infiltration and degenera- 


tion of the intima, the fibrous proliferation, 
ulceration, and calcification—and if this 
process is mediated or accelerated by high 
dietary (and blood) fats, one would expect 
the results in the aortas to parallel those in 
the coronary arteries. But such was not ob- 
served. And insofar as the subjects of this 
investigation are representative of the two 
population groups, the American Negroes can 
be said to have almost double the amount of 
coronary sclerosis of that present in the 
Haitian members of the race. 


Somewhere in the environmental differ- 
ences of these peoples must lie a factor or 
factors of importance in the etiology of 
coronary disease. Diet is only one of these. 
One cannot characterize an entire population, 
but it is evident that even greater differences 
exist between these peoples in their habitual 
pace of living, stress, and day-to-day expendi- 
ture of physical energy. Typically the Haitian 
peasant adjusts to privation, with little incli- 
nation to worry about the future or even the 
present. He sleeps more, works with his 
muscles, and is seemingly happier (or at least 
more carefree) than his American counter- 
part. Though the tempo of his tropical living 
is slower, he thinks nothing of walking 10 
or 15 miles, often bearing a heavy load. The 
foods he eats are natural and unprocessed. 
Tobacco is used by many but cigarettes are 
scarce among the peasants whose entire 
monthly incomes may not exceed 10 dollars. 


Contrasted with this is the more competi- 
tive, complex, and mechanized civilization of 
the United States Negroes. Stress, or more 
properly, their reaction to stress, is con- 
spicuously greater. Here formal education is 
the rule rather than the exception as it is in 
Haiti. 

As yet, evidence is lacking with which to 
ascribe the observed difference in coronary 
disease to diet or to any single factor in the 
environment. The selective involvement of 
arteries of the coronary circulation is not to 
be readily explained by current concepts of 
the role of fat metabolism in atherogenesis. 
Rather, our results suggest the importance of 
etiologic factors other than diet, and partic- 
ularly possible differences in susceptibility 
between the aorta, which is a more or less 
passive elastic tube, and the coronaries which 
are known to constrict actively in response 
to vasomotor stimuli. 
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Summary 


Pathologic evaluation of the degree of 
coronary and aortic atherosclerosis in 267 
routine autopsies of Haitian and American 
Negroes revealed almost double the degree of 
coronary disease among the American mem- 
bers of this race. This held true generally for 
both males and females and at all age decades 
over twenty. No such difference was ob- 
served in the aortas of the same subjects. 


Prominent environmental differences in 
these two population groups include those of 
stress, tempo of living, physical exertion and 
competitiveness, in addition to that of diet. 

The results of this investigation suggest 
the importance of factors other than diet in 
the etiology of coronary disease. 
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Trauma to the Duodenum* 


EDWARD H. MABRY, M.D., Memphis, Tenn. 


Hematoma in the duodenal wall may occur apparently by a crushing of the duodenum 
against the spine by a blow from the front. Rupture may occur. 


The radiographic findings are most suggestive. 


TRAUMA TO THE DUODENUM through the intact 
abdominal wall is a definite but infrequent 
injury, and is often difficult to diagnose. The 
trauma is frequently mild and may be thought 
to be nonconsequential. The purpose of this 
paper is to point out the x-ray findings in 
rupture of the retroperitoneal portion of the 
duodenum, as well as intramural hematoma 
when such is formed. Rupture of the intra- 
peritoneal portion of the duodenum will not 
be included here. 


Four cases of intramural hematoma will be 
presented. The correct preoperative diagnosis 
was made from the radiographs in the second 
case, based on knowledge acquired from the 
first. One case of duodenal rupture is in- 
cluded. 


Report of Cases 


Case 1. B. D., a 4 year old white boy, was admitted 
to the Methodist Hospital on Nov. 13, 1952, because 
of severe abdominal pain and vomiting. The onset had 
been acute the preceding night with the complaint of 
pain in the upper epigastrium followed immediately 
by vomiting. Both became progressively worse and the 
child was brought to the hospital. No history of injury 
could be ascertained. The past history was irrelevant. 

Physical examination. The child was very restless 
and apprehensive. The abdomen was soft; generalized 
tenderness was present but no masses could be felt. 

The admission urine was normal. Hgb. was 11.5 
Gm.; the WBC was 14,350. 

The patient remained under observation in the hos- 
pital for one day. The vomiting and pain became 
progressively worse. He had assumed a_ knee-chest 
position and it was very difficult to get him to extend 
his legs because of pain. 

A barium gastrointestinal series was done the fol- 
lowing day. The esophagus and stomach showed no 
abnormality. An extramucosal filling defect was en- 
countered in the horizontal duodenum; this produced 
an eccentric defect in the opaque column. The ob- 
struction was not complete; the barium flowed around 
the edges demonstrating a widened lumen and mu- 


*Read before the Section on Radiology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 
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cosal folds arranged in a coil-spring pattern (Fig. 1, 
A). 

At surgical exploration on the same day, a fairly 
large dense hematoma was found in the retroperi- 
toneal space in the region of the ligament of Treitz. 
The duodenum was distended and bluish in color 
from a hematoma within its walls. A rent was found 
in the wall of the bowel at the junction of the duo- 
denum and jejunum from which it was thought the 
retroperitoneal hematoma had formed. A gastrojejun- 
ostomy was done. 


Recovery was rapid. A gastrointestinal series on Oct. 
10, 1952, was essentially normal (Fig. 1, B). 

Case 2. L. L., a 3 year old boy, was admitted to the 
Le Bonheur Children’s Hospital on July 14, 1953, be- 
cause of vomiting and severe abdominal cramps of 2 
days duration. 

On admission the T. was 99°; the physical examina- 
tion was normal. He was unable to retain anything 
by mouth. 

Twenty-four hours before the onset of vomiting the 
child had been backed into by a car and pushed 
against the wall of a house. He was taken to an Emer- 
gency Room, examined and discharged home. 

Laboratory work showed a Hgb. of 12.8 Gm., RBC 
of 5,080,000, and WBC of 9,850. 


A gastrointestinal series was done on the 3rd day. 
The esophagus and stomach were normal. An extra- 
mucosal filling defect was encountered at the level of 
the sphincter of Oddi. The passage of barium was de- 
layed but did pass through, demonstrating an increase 


FIG. 1 


(Case 1) (A) An eccentric filling defect in the horizontal 
duodenum, presents a coil-spring appearance and crowding 
of the valvulae conniventes. (B) Oblique film at a later 
date shows disappearance of the filling defect. 
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(Case 2) Spot films show a large filling defect in the de- 
scending duodenum with enlarged folds. 


in the size of the lumen. Again the coil-spring pattern 
was seen (Fig. 2, A and B). 

At abdominal exploration on July 18, the duodenum 
was found to be markedly increased in size and was 
bluish in color. A large hematoma involved the second 
and third portions of the duodenum up to the 
sphincter of Oddi. A gastrojejunostomy was done. The 
patient made an uneventful recovery. 


Comment. The x-ray findings were almost 
identical to those present in the first case. 


Case 3. B. J. D., a 10 year old girl, was admitted to 
the John Gaston Hospital following a bicycle accident 
in which she was struck in the right upper quadrant 
of the abdomen by the handle bars. The injured area 
was approximately 3 inches to the right of the xiphoid 
process at the lower right costal margin. Ten hours 
following injury she complained of pain in the upper 
abdomen which gradually became worse. Vomiting 
began soon after. 


FIG. 2, B 


(Case 2) At 4 hours almost complete obstruction is present. 
The psoas shadow is absent on the right. 
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Physical examination revealed a T. of 98.2°, P. of 
96, and B.P. of 100/70. The abdomen was tender with 
generalized rebound tenderness, and with voluntary 
and involuntary guarding. Rigidity was present in the 
right upper quadrant. Laboratory work revealed a 
PCV. of 36° and a positive test for acetone in the 
urine. 

The child was taken to surgery with a preoperative 
diagnosis of closed trauma to the abdomen and _pos- 
sible injury to the abdominal viscera. On opening the 
peritoneal cavity no free fluid was found. A hematoma 
was found in the retroperitoneal space about the 
duodenal loop. The entire duodenum was dark blue 
in color and had the consistency of rubber tubing, 
The serosal surface was intact and no_ perforations 
could be found. The retroperitoneal hematoma was 
drained. 

The postoperative course was not remarkable until 
the 9th postoperative day when, following a diet of 
surgical liquids and soft foods, she began to vomit 
again. The T. now was 100.6°. An upper gastrointes- 
tinal x-ray study showed mild narrowing of the duo- 
denum just beyond the duodenal cap. Then the duo- 
denum began to widen until an extramucosal filling 
defect was encountered at the junction of the descend- 
ing and transverse duodenums (Fig. 3, A). 

The patient was again taken to surgery; there was 
no evidence of duodenal obstruction. The gut was now 
dark grayish in color, and there was some regional 
lymphadenitis. A gastrojejunostomy was done and the 
postoperative course was satisfactory. 

Gastrointestinal series on Oct. 11, 1957, showed the 
barium to pass readily through the duodenum. Only 
minimal residual deformity remained (Fig. 3, B). 


Comment. The x-ray findings in this case 
were typical although it was 10 days after the 
accident and 9 days after attempted evacua- 
tion of the hematoma. 

Case 4. D. L., a 27 year old negro man, was admit- 
ted to the Memphis Eye, Ear, Nose and Throat Hos- 
pital on April 15, 1958, because of abdominal pain 
and emesis. Four days before admission he was in an 
automobile accident and was struck in the abdomen 
by the steering wheel. Since then he became progres- 


FIG. 3 


(Case 3) (A) Spot film shows narrowing in the post-bulbar 
region. The hematoma can be seen in the horizontal 
duodenum. The caliber of the bowel is increased in size; 
the lumen is eccentrically narrowed. (B) Later study shows 
the hematoma has been absorbed; no obstruction is present. 


(Cas 
emp 
the 


pear 
cent 
tion 


512 
VOLU 
FIG 2,A 
sively 
i vomit 
= i 
Hi 
| then 
Ga: 
perm 
prove 
move 
Sul 
May 
| hema 
: | and | 
Ci 
ther 
x-Ta' 
: the 
drink 
was 
Lace! 
genc\ 
three 
| come 
| ture 
abdo 
Ph 
| and 
boar 
7 ent 
— were 
: show 
Hi 
| 


VOLUME 52 


sively worse with abdominal pain and vomiting. The 
yomitus has been clear. No melena was seen. 

Physical examination at the time of admission was 
negative except for tenderness and muscle guarding in 
the right upper epigastric region. No definite masses 
could be palpated. The WBC was 7,100, the PCV. was 
50 per cent. 

Course. The patient improved for several days and 
then he began to vomit again. An upper gastrointesti- 
nal study done on April 21, demonstrated the follow- 
ing: a large submucosal defect eccentrically placed 
was found just below the cap. This defect extended 
to the ligament of Treitz (Fig. 4, A). 


Gastric suction was instituted and kept in place for 
9 days after which the patient refused further suction. 
On April 28, vomiting was again so severe the patient 
permitted suction to be re-instituted and was im- 
proved enough by May 2, for the suction to be re- 
moved, after which he retained his feedings. 

Subsequent study of the stomach and duodenum on 
May 29, showed almost complete absorption of the 
hematoma, only narrowing being present in the first 
and third portions (Fig. 4, B). 


Comment. This case is included although 
there is no surgical proof of the lesion. The 
x-ray findings were again characteristic. 


Case 5. D. O., a 30 year old man, was admitted to 
the John Gaston Hospital following an alcoholic 
drinking bout which terminated in a street fight. He 
was struck several times on the body and abdomen. 
Lacerations of the scalp were sutured in the Emer- 
gency Room, and the patient was observed for some 
three to four hours. During this time he began to 
complain of upper abdominal pain of a cramping na- 
ture which progressed to a steady severe generalized 
abdominal pain. 

Physical examination revealed a T. of 99°, P. of 120, 
and B.P. of 140/90. The abdomen was flat, with 
board-like rigidity and marked tenderness being pres- 
ent over the entire abdominal wall. No bowel sounds 
were audible and no shifting dullness was noted. 

Plain films of the abdomen made at this time 
showed air in the retroperitoneal space, forming a 


FIG. 4 


(Case 4) (A) Four hour film shows definite delay in gastric 
emptying. The filling defect is seen just distal to the cap; 
the bowel distal to this is widened with a coil-spring ap- 
pearance. (B) Later G.I. series show no obstruction; ec- 
centric narrowing of the lumen is present in the first por- 
tion of the duodenum. 
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(Case 5) Retroperitoneal air outlines the right kidney. Air 
is seen along the lateral margin of the right psoas muscle. 


halo about the right kidney and outlining the right 
psoas muscle (Fig. 5). 

Laboratory work showed the PCV. to be 46%, and 
the WBC 12,650. Urinalysis was negative. 

The patient was taken to surgery. The peritoneal 
cavity contained large amounts of gastric contents, but 
no fecal odor was present. The stomach appeared to 
be normal. The only changes in the small bowel were 
found in the retroperitoneal portion of the duodenum, 
which revealed a perforation posteriorly in the second 
portion of the duodenum. Large amounts of free air 
and necrotic debris were found in the retroperitoneal 
space. The duodenal perforation was closed and the 
retroperitoneal space evacuated. 

The postoperative course was good except for a con- 
tinuing fistulous tract draining through the site of a 
previous rubber drain in the abdominal wall. At the 
last visit to the Outpatient Department the fistulous 
tracts were continuing to drain; otherwise, the patient 
was asymptomatic. 

Comment. This case shows another unusual 
response of the duodenum to trauma, the 
presence of retroperitoneal air after perfora- 
tion of the descending duodenum. 


Discussion 


The formation of an intramural hematoma 
in response to trauma is almost unique to the 
duodenum. Only rarely is it seen in other por- 
tions of the bowel. Why this is true is not 
known. However, predilection of certain re- 
gions of the gut to trauma is well known.1? 
The terminal ileum and bowel adjacent to 
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the ligament of Treitz are most commonly in- 
volved. Rupture usually involves the anti- 
mesenteric section, while crushing injuries 
will usually involve the mesenteric border. 
Whiplash forces can produce perforation at or 
rear the points of fixation. The hematoma 
is probably caused by the gut being crushed 
against the vertebral column from a direct 
blow. Interruption of the mesenteric attach- 
ment probably initiates the hemorrhage. 
Felson and Levin‘ believe the bleeding begins 
in the subserosa, and as it increases in size it 
separates the serosa from the muscularis. The 
bowel is increased over-all in size with a 
bluish discoloration; the hematoma occludes 
the lumen. Disruption of the serosa either by 
the trauma or the increasing hematoma allows 
the blood to escape into the retroperitoneal 
space. Severe psoas spasm may result as was 
seen in the first case. 


A definite history of trauma was obtained 
in 3 of the cases reported. Trauma is thought 
to be the cause in Case | although a definite 
history could not be obtained. The child was 
too young to give a history of trauma and was 
away from the parents on the day he became 
ill. It is believed that in cases without other 
disease, such as Henoch’s purpura or pan- 
creatitis, trauma is always the etiologic factor 
although it may not be borne out by the his- 
tory. In some cases of bleeding duodenal ulcer 
the hematoma can dissect down the walls and 
produce a similar defect as seen in the preced- 
ing cases. The duodenal cap in all these cases 
has been normal whereas in the ulcer cases it 
is abnormal. The causative trauma is usually 
mild. No symptoms are present until several 
hours after the injury, at which time pain 
begins followed by incessant vomiting. In 
none of the cases were there either hematem- 
esis or melena. The hematoma is absorbed 
slowly leaving no deformity of the bowel vis- 
ible by x-ray. 

The patient in case 4 who did not have a 
gastrojejunostomy had clinical evidence of in- 
testinal obstruction for 18 days. After 5 weeks 
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there was x-ray evidence of disappearance of 
the hematoma. 

The roentgen appearance of intramural 
hematoma is characteristic. A filling defect is 
encountered in the descending duodenum; 
distal to this one sees a coil-spring pattern. 
Liverud® described the same appearance in a 
hematoma of the proximal jejunum. The 
x-ray appearance is that of a reversed intussus- 
ception. In the rare cases of retrograde intus- 
susception shortening of the duodenum 
should be found as pointed out by Felson and 
Levin.‘ 

The x-ray examination is not positive in all 
cases of rupture of the retroperitoneal portion 
of the duodenum.* The outpouring of the 
fluid contents may obliterate the psoas and 
kidney shadows on the right side of the abdo- 
men. At other times air escapes and outlines 
the right kidney and paravertebral region as 
was seen in case 5. 


Summary 


Five cases of trauma to the duodenum have 
been reported. Four of the cases resulted in 
intramural hematoma of the duodenum pre- 
senting symptoms of high duodenal obstruc- 
tion. These cases can easily be diagnosed if 
studied by gastrointestinal series, the x-ray 
signs of a reversed intussusception being 
found in the duodenum. The fifth case pre- 
sented was one of rupture of the descending 
portion of the duodenum. The plain film of 
the abdomen demonstrated air in the retro- 
peritoneal space about the right kidney and 
was considered diagnostic. 
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Treatment of Acne Vulgaris: adjunctive 


Use of Gamma Globulin in Severe Cases * 


RICHARD L. SUTTON, JR., M.D., and NORMAN D. ASEL, M.D., 


Kansas City, Mo. 


This describes an interesting trial of the use of gamma globulin 
in an attempt to control the more severe forms of acne. 


A MAN 25 years old was under our care for 
the treatment of extremely severe acne vul- 
garis for 8 months when, in May, 1957, the 
lack of favorable response obliged us to seek 
something—anything—that might help him. 
This patient with cystic, grossly disfiguring 
acne of the face (Case 21 of Table 1), first 
seen September 11, 1956, had been on our 
usual diet (see hereinafter), as well as being 
treated with 1 gr. of thyroid substance and 
0.625 mg. Premarin daily. The lesions had 
been evacuated at each visit. He had been 
given x-ray therapy 16 times in a 5 month 
period to a total of 1,450 r. Tetracycline Hcl 
and chloramphenicol had been given in cour- 
ses on several occasions with only transitory 
diminution in the severity of pustulation. 

Coincidentally we treated a boy with ex- 
udative dermatitis of the feet from which 
both M. pyogenes var. aureus and Str. hemo- 
lyticus were cultivated. This patient did not 
improve permanently despite the use of the 
various antibiotics to which his cultures were 
sensitive. He was given gamma globulin’? 
and promptly got well. 

Therefore gamma globulin was tried in our 
patient with acne. Six injections of 2 cc. each 
of Poliomyelitis Immune Globulin (Human) 
Lederle were given at 2 week intervals while 
all other therapy that had yielded any degree 
of benefit was continued. After the first in- 
jection there were few new pustules, and over 
the succeeding weeks improvement was pro- 
gressive, so that after August, 1957, the acne 
remained inactive. The improvement was at- 
tributable to gamma globulin. 

The 22 cases of extremely severe acne with 
which this study is concerned were in patients 


*Read before the Section on ste sees and Syphilology, 
Southern Medical Association, Fifty-Second Annual Mestins, 
New Orleans, La., November 3-6, 1958. 


of our private practice. Gamma globulin was 
given and its effects evaluated in nineteen. 
Their records represent 543 office calls, each 
office call implying the personal attention of 
an experienced dermatologist,* whose obser- 
vations and prescriptions were recorded. Clini- 
cal experience makes possible the comparison 
of patients whose treatment included gamma 
globulin with patients whose treatment did 
not. Whether such a study can be conclusive 
is not pertinent to our presentation. Credence 
of a clinical study cannot be insisted upon. 

Unknown to us, prior to March, 1958, was 
the trial of gamma globulin in acne by Shaffer 
and associates.2 A young man, seen by them, 
had been exposed to infectious hepatitis and 
was given Poliomyelitis Immune Globulin 
(Human) 10 cc., two doses at weekly intervals; 
his severe pustular acne improved consider- 
ably. Shaffer and collaborators tried gamma 
globulin in 4 cases altogether. Each was given 
the same total dose of 20 cc. Other treatment 
for acne was discontinued. In 2 patients new 
lesions continued to appear and there was no 
observable benefit from the treatment. In the 
other 2 no new lesions developed, pustular 
lesions dried up in 3 weeks or so, improve- 
ment lasted about 2 weeks and then new 
lesions began to appear. They tested their 
patients for changes in gamma globulin con- 
centration, but this showed no rise as might 
be expected in chronic infection. One patient 
had a moderate deficiency of gamma globulin.‘ 
C-reactive protein was present in 3 of the 4 
cases. The mechanism of improvement was 
unknown to the authors, who simply reported 
their observations. 

Differing from the approach of Shaffer and 
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TABLE 1 if i 
ant 
sur 
sta 
3 = 
3 3 cou 
Effect of y Globulin Effect of Antibacteri 
1 M 16 24 12 G 1,175 r. 0 Cc Not used T,S No benefit ith 
2 F 14 26 14 G 1,050 r. 8 ++ Steady improvement t¢ T no good; C helpful eit 
3 M 14 32 ll F 1,325 r. 15 + Better than antibiotics 8 No ben-fit the 
4 M 18 13 5 P 600 r. 12 0 Nothing helped T,C Little or no benefit not 
5 M 18 15 5 G 1,050r. 5 ++ Steady improvement T No benefit f 
6 M 15 22 13 F 550 r. 5 0 No better than antibiotics T,S Less pustulation, brief o 
7 M 17 30 24 F 1,025 r.’ 8 0 No better than antibiotics T,C,S Good response, brief was 
8 F 26 16 4 P 475 r. 3 0 Nothing helped TS Little benefit, brief cau 
9 F 17 19 14 G_ 1,000 r. 0 Cc Not used Not used 
10 M 14 25 17 P ? “much” 730 + Better than antibiotics T, $ Good response, brief P 
11 M 14 51 16 G 1,175 r. 23 + Seemed helpful 23 T helpful; S no good dos 
12 M 18 38 12 G 1,225 r. 5 ++ Steady improvement S Good response, brief 
13 M 14 ll 10 P 550 r. 750 + Helpful at first > a 4 T helpful; C less effect that 
14 M 18 $22 3 900 r. 7 + Better than antibiotics T,C Good response, brief acti 
15 M 12 44 33 P 1,350 r. éj 0 Nothing helped T,$ Fair response, brief ee 
5 +--+ Steady improvement No benefit mc 
17 M 16 7 8 G ? “much” 20 + + Other measures failed = Fair response, brief duc 
18 F 13 19 22 P 1,175 r. 8 0 No benefit =< Fair response, brief tenc 
19 M 14 32 27 F 1,200 r. 0 Cc Not used =.3 Good response, brief 
20 M 16 381 12) ?1,625r. 5 + Quite beneficial Little response P 
21 M 25 32 14 G 1,450r. 6 ++ Highly beneficial tT, ¢, 8 Good response, brief had 
22 M 17 16 14 G 1,250 r. 11 ++ Steady improvement : Good response, brief day: 
M—Male; F—Female. Read columns as follows: *G—‘‘good,’’ F—‘fair,’’? P—‘‘poor,’’ C—‘‘control,”” gamma globulin not used; just 
+ + means ‘‘much” benefit; + means ‘‘some” benefit; 0 means no benefit. +T—tetracyclines; C—chloramphenicol; S—sulfonamide s 
art 
associates, we used gamma globulin adjunc- Observe the following limitations: coffee, tea, cola tens 
tively in our patients, all of whom received cup a day 
oranges—two a day allowed (orange juice is limited); 
also our “standard” method of treatment. grapefruit—onehalf a day allowed (juice is limited); peri 
° tomato—salads only (juice and catsup limited); butter Miss 
A Standard Method of Treating Acne —one square three times a day allowed; cheese—oily que! 
Our treatment of acne comprises six classes ng — as butter is, but dry cottage cheese N 
mited. 
ly:5 (1) evacuation of the lesions; (2) diet; (3) “foods amay 
h h di Some oods may occasionally be fried. Small help- prof 
ormones; (4) x-ray therapy; (5) topical medi- ings of salad dressing and gravy are allowed. Some large 
cation; and (6) miscellaneous efforts to im- milk and cream are allowed for cooking, on cereals stanc 
prove the patient’s health, such as treatment _—and in coffee. co 
of anemua, if present, and removal of foci of All patients were assessed from the stand- and 
infection. These measures were applied in the —_ point of hormonal balance,* and those who Ne 
patients of this study. manifested apparent need were given thyroid din 
All patients were subjected to the minor and/or estrogenic hormone.’ The estrogen ment 
surgical treatment of acne. Comedones and — used was Premarin. our | 
pustules were carefully and tediously evacu- Desiccated thyroid was given in a starting belie 
ated at each office visit. dose of 1 gr. a day to patients who, (a) found useft 
All patients were given the following die- it hard to awaken despite an adequate thod. 
tary instructions: amount of sleep, (b) had little appetite for clean 
These foods are not limited: bread and cereals, sugar breakfast, or (c) were sluggish and easily from 
and sugar candy (not chocolate), vegetables and salads, = fatigued. Thyroid substance was diminished forei; 
fruits, protein foods (meat, fish, birds; eggs—one a — if any indication of intolerance was observed, the s 
uch headache, palpitation, or of 
Do not drink milk, not even skimmed milk. 
Do not eat the following: ice cream, chocolate, loss of weight (all patients were weighed a eae 
nuts, popcorn, potato chips. each visit). Thyroid dosage was not changed than 
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if it made the patient feel brighter and better 
and if it had no observed ill effect. The as- 
sumption was made that adding thyroid sub- 
stance to the patient’s autochthonous supply 
could have but one of three possible effects: 
(1) added to a supply already adequate, more 
thyroid hormone would be too much and 
should therefore cause discernible effects of 
overdosage; added to an inadequate supply, 
either (2) it should benefit the patient or, if 
the dose were inadequate, (3) it should do 
nothing. Thus, if the dose gave no evidence 
of effect it was increased. The dose, then, 
was adjusted to the largest tolerated dose that 
caused no evidence whatever of ill effect. 


Premarin was given to all males, the usual 
dose being 0.625 mg. per day, for it is known 
that estrogenic hormones reduce the size and 
activity of sebaceous glands’ (progesterone 
incites acne in females*). The dose was re- 
duced or discontinued if the nipples became 
tender and/or the breasts enlarged. 

Premarin was given to females who, (a) 
had a menstrual flow lasting longer than 5 
days, (b) had cramps and soreness of breasts 
just before menses, or (c) had premenstrual 
flare-ups of acne. The dose was reduced or 
discontinued in females in whom it, (a) in- 
tensified menstrual cramping, (b) caused 
missed periods repeatedly, or (c) caused 
periods to become longer rather than shorter. 
Missing one period was considered inconse- 
quential. 


Not all patients were given x-ray therapy, 
but many were. We do not question the 
proposition that x-ray is beneficial in the 
large majority of acne patients,®!° with the 
standard reservations regarding necessary care 
in technic, wisdom in prescribing the dose, 
and knowing when to quit treatment. 


Not all patients were given topical medica- 
tion. Little could be expected of topical treat- 
ment, even by those who believe in it, in 
our severe cases with deep cystic lesions. We 
believe that topical medication has no real 
usefulness in acne.8 This view, while unor- 
thodox, is based on the following facts. No 
cleanser can possibly remove comedo wax 
from deep within the skin where it acts as a 
foreign body. Furthermore, nothing put on 
the skin can have an influence on the etiology 
of malfunction of sebaceous glands. Topical 
medication can, at best, have nothing more 
than transitory and palliative effects. It can 
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certainly do harm for an already sore skin 
can easily be irritated further or be bruised. 
One has often a considerable problem in 
keeping some acne patients from scrubbing 
or digging themselves to the point of sore- 
ness. Nor does anyone believe that soap will 
cure acne. 


When we prescribed topical medication, it 
comprised one or another of the usual sul- 
furous preparations, such as 2% sulfur in 
Vioform Cream or Fostex. For dandruff we 
used Capsebon,!! Selsun, or a lotion contain- 
ing bichloride of mercury and resorcinol.!? 
Classifying ultraviolet light therapy as topical 
therapy, we gave it occasionally, not with 
conviction that it helps, but in desperation. 


Adjunctive Use of Gamma Globulin 


In addition to the “standard” therapy with 
its 6 classes of therapeutic measures outlined 
heretofore, we gave gamma globulin* to 19 
patients. To their records we add the records 
of 3 “control” cases, as shown in table 1. 
When gamma globulin was given the dose 
was 2 cc. intramuscularly. The interval be- 
tween injections was 2 weeks in case 21, 1 
week in most of the others, and semiweekly 
in a few. 


The range of age of the 22 patients was 
from 12 to 26 years at the time our treatment 
began; the average age was 16.3 years. The 
total number of office calls was 543, the 
average twenty-five. The average number of 
months of treatment per patient was 13.6. 
The total number of injections of gamma 
globulin was about 228; our records are de- 
ficient with regard to out-of-town patients 
who were supposed to receive injections by 
their home-town doctors. 


Over-all results were classified as “good,” 
“fair,” and “poor,” according to our evalua- 
tion of the state of the patient when first 
seen as compared with the situation at the 
end of the record, with special reference to 
the presence of active, pustular lesions. A 
patient having only scars when last seen, 
however bad they were, was classed as a 
“good” result. A patient still having pustular 
and cystic lesions, but with considerably less 
activity than when treatment began was 
classed as a “fair” result. A patient little or 


*Poliomyelitis Immune Globulin (Human) was supplied by 
the courtesy of erle Laboratories Division, American Cyana- 
mid Company, for the majority of our patients. This contains 
165 + 15 mg. of gamma gloublin per | cc. 
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no better off at the end of treatment than 
at the beginning was classed as a “poor” re- 
sult. 

Of the 22 cases, 4 involved females and 18 
males, a preponderance of males in severe 
cases, as noted by MacKenna and Cohen.!% 
The results of treatment were classed as 
“good” in 10 cases, “fair” in 4, and “poor” 
in eight. 

The beneficial effects of gamma globulin 
in 19 cases were classed as “much” in 7 cases, 
“some” in 6, and “none” in six. 

“Much” benefit was the classification when 
we felt that marked improvement lasted a 
relatively long time following the use of 
globulin and when previous effort had yielded 
little improvement. In cases 2, 5, 12, 16, 17, 
21 and 22, we believe “good” results were 
in large measure attributable to gamma 
globulin. 

“Some” benefit was the classification when 
we felt that gamma globulin contributed 
something consequential to such improve- 
ment as was obtained, or when its use was 
followed by improvement that did not persist. 


“None” was the classification when the 
benefits attributable to gamma globulin did 
not exceed those obtained with antibacterials. 


In 8 cases with “poor” results, gamma 
globulin appeared to be slightly helpful, at 
least for a time, in 4 of them—cases 10, 13, 
14, and 20. 


Gamma globulin as given caused no ill- 
effect within our knowledge. 


Case Reports 


Case reports are given to exemplify our 
experience. The patient in case 1, a control, 
was not given gamma globulin, and obtained 
good results after 8 months of treatment. The 
one in case 5 had a good response to gamma 
globulin and was conspicuously improved 
after 6 weeks of treatment. In case 17 the 
response to gamma globulin was satisfactory 
after other measures had done little good. 
Case 20 illustrates a poor result, but appar- 
ently some benefit was obtained with gamma 
globulin. Case 4 was one in which nothing 
we did helped the patient. 

Case 1. L. B., a 16 year old boy, was first seen 
Apr. 20, 1956, with severe, cystic acne of the face 
especially. He was placed on our standard regimen, 
the initial dose of hormone being 1 gr. of thyroid 
substance and 0.625 mg. of Premarin per day. X-ray 
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therapy was given and by the end of 10 weeks totaled 
700 r. RBC numbered 4,800,000 and Hgb. was 124 
Gm. so one capsule of Pronemia daily was ordered, 
The dosage of hormones was modified several times 
and finally stabilized at 2 gr. of thyroid and 0.625 
mg. of Premarin daily. Improvement was acceptable 
at the end of 2 months of treatment, but cystic 
lesions still appeared. Tetracycline was given in the 
5th month of treatment (sodium novobiocin 250 mg. 
tid. for one week), and benefit was considerable. 
Few lesions were present by the end of 8 months; 
improvement was steady thereafter. At the end of 
12 months, there remained no activity of disease, but 
scarring was severe. 

Case 5. W. F., an 18 year old man, was first seen 
Jan. 7, 1958, with severe pustular acne of one year’s 
duration, affecting the face especially. He was placed 
on our standard regimen, the initial hormone dose 
being 0.625 Premarin daily. X-ray therapy totaled 
1,050 r. by the end of 4 months. Tetracycline Hcl (100 
mg. t.id.) was started after the first week and was 
continued for one month. It appeared to have little 
effect. Gamma globulin was begun on Feb. 11, 1958; 
6 doses were given at intervals of one week. Improve- 
ment was prompt and conspicuous. By the early part 
of Mar., 1958, little activity of disease remained, 
pustulation had ceased, and few lesions needed evacua- 
tion. The disease remained inactive during a further 
period of 2 months of observation. The patient was 
dismissed June 10, 1958, advised to continue the dietary 
restrictions and 0.625 mg. Premarin daily. 

Case 17. M. S., a 16 year old boy, was first seen 
May 7, 1958, because of severe cystic acne, especially 
of the nuchal region. Before we assumed control of 
this patient, he had received 11 x-ray treatments, had 
been tried on 0.625 mg. Premarin per day, and had 
been given tetracycline and chloramphenicol. Our 
standard regimen was instituted; 0.625 mg. Premarin 
daily was continued, and Panalba (panmycin and 
novobiocin) 250 mg. t.i.d. was prescribed. Gamma 
globulin was started at once and given weekly, the 
first 3 doses were given by us, the subsequent doses 
by his home-town doctor. The total dose, not certainly 
known, was probably 14 injections. Improvement was 
steady and satisfactory from the start. Little activity 
of disease remained by the end of 6 weeks. Occasional 
lesions appeared, requiring evacuation, throughout 
the period of observation which extended over 5 
months. Tetracycline antibiotics, tried from time to 
time, yielded little benefit. Gamma globulin was 
assessed as highly significant in the prompt improve- 
ment, but he was not “cured.” 

Case 20. W. W., a 16 year old boy, was first seen 
Sept. 13, 1956, with extremely severe acne, especially 
of the face. He had received x-ray therapy pre 
viously. With what we gave the total dose was about 
1,625 r. by the end of 7 months of our care. He 
was started on our standard regimen, the dose of 
hormone being 0.625 mg. Premarin daily, to which 
was added after one month 1 gr. of thyroid substance 
daily, eventually being raised to 2 gr. daily; this dosage 
of hormones was continued for a long time. Improve- 
ment was tedious and inconsistent. At the end of 9 
months of treatment pustulation persisted. Tetracycline 
Hcl (100 mg. t.i.d.) was given for several weeks, but 
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development of cysts continued. On July 26, 1957, 
gamma globulin was given with a dramatic response 
after one week. A total of 5 doses of gamma globulin 
was given at intervals of one week. The improvement 
remained gratifying, although pustules continued to 
appear. When the patient moved to a distance to 
attend college in Sept., 1957, he was lost to our 
observation. 

Case 4. D. F., an 18 year old man, was first seen 
on Mar. 11, 1958, with severe cystic acne of the face, 
back, and shoulders. He had been treated elsewhere 
for 18 months before coming under our supervision, 
having received 6 x-ray treatments without benefit. 
He was put on our standard regimen. The doses of 
hormone were I gr. of desiccated thyroid and 0.625 
mg. of Premarin daily; after 6 weeks the thyroid dose 
was doubled; still later Premarin, proving intolerable, 
was discontinued. Gamma globulin was given from the 
start to a total of 11 doses at intervals of from one 
to 2 weeks. Only a slight response was apparent. A 
tetracycline was added at the end of 2 weeks, but 
gave no improvement. Later chloramphenicol was 
tried but also proved futile. 

We believed this patient did not adhere to the diet 
prescribed. Whatever the reason, his course was un- 
satisfactory. Sometimes gamma globulin appeared to 
be doing some good, and sometimes the antibiotics 
seemed somewhat helpful, but response was erratic. 
The patient was under our care for 5 months, at the 
end of which time he was no better off than at the 
beginning. 

Comment 


The management of acne is one of the 
difficult problems of dermatology. No two 
doctors treat it in the same way. If the “cause” 
is keratinization of the mouth of the se- 
baceous follicles,1*15 one finds it difficult to 
say what causes this.1® A stimulating essay for 
those who are interested is that of Mac- 
Kenna,!* whose scholarship is broad and 
whose bibliography is generous. 

The relation of flare-ups of acne to emo- 
tional stresses deserves mention. Many a 
school child has less trouble during the sum- 
mer months, when hot weather and sweating 
would be expected to make the disorder 
worse,'8 than in the school months when 
discipline and tensions affect him unfavor- 
ably. 

We make note of the differences between 
patients with regard to willingness to do what 
is asked of them. The indifferent or sulking 
boy, brought in by a mother who demands 
that his pimples be cured, stands no chance 
of having cure thrust upon him. Many of 
our patients improved in the first few months. 
Then they apparently became bored, became 
remiss with the diet and apathetic about 
pills, and abandoned, perhaps, any confi- 
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dence that it was all worthwhile. In some 
of these gamma globulin may have served 
as an encouraging and exciting innovation, 
and their temporary benefit might be at- 
tributed to the change of treatment rather 
than what the treatment was changed to. 

Controlling the acne patient and maintain- 
ing his interest and cooperation are a chal- 
lenging part of therapy, which demands more 
than some of us are able and willing to give. 
Not different from the patient, we get tired 
of it, too. “Acne weariness,” like the “psoriasis 
weariness” the Murrells'® emphasized, de- 
serves notice in the hope that, aware of it, 
we may serve our patients better. 


The value of measures for reducing sec- 
ondary infection in acne is well documented.”° 
While acne is not believed actually to be 
caused by bacteria,2 the benefits of giving 
antibacterials are undeniable, temporary 
though they may be. Perhaps one should de- 
termine antibiotic sensitivities in choosing the 
drug to be used.?? In our experience, giving 
an antibiotic for a week or two will often, 
but not always, yield benefit that rarely lasts 
longer than 2 or 3 weeks after the drug is 
stopped. Such benefit could not be related 
by Loveman and Noojin?® to the influence 
of the drug on the intestinal flora. When 
we gave gamma globulin, however, we some- 
times saw improvement that lasted for months 
rather than a few weeks. It was easy to sort 
our cases into: (1) those in which gamma 
globulin yielded no benefit or less benefit 
than antibiotics; (2) those in which gamma 
globulin seemed about equal to antibiotics 
in beneficial effects; and (3) those in which 
gamma globulin was conspicuously more ef- 
fective than antibiotics. 


We do not know how globulin helped our 
patients when it did, but we think it could 
hardly do more than to improve the patient’s 
ability to combat secondary infection. The 
words of Waisbren? about his experience with 
the gamma globulin and antibiotics he used 
in systemic infections, are applicable to our 
experience: “In (certain) cases, a long control 
period in which antibiotics were being vigor- 
ously administered had failed to produce a 
response, but when gamma globulin was 
given with approximately the same dosages 
of antibiotic, rather marked improvements 
occurred.” He wrote further, “The fact that 
gamma globulin with antibiotics is no ‘cure- 
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all’ is well established by failure to clear (in 
some cases) .. .” 

We gave gamma globulin while an anti- 
biotic was not being given and observed 
benefit in some cases and no benefit in 
others. We gave gamma globulin with anti- 
biotics and observed that it helped here and 
not there in an erratic manner. There was 
no correlation of the response to gamma 
globulin with the response to antibacterials. 
Gamma globulin was highly beneficial in 
cases 5 and 16, where antibacterials were of 
little avail. Gamma globulin did little for 
case 7 where antibacterials were quite help- 
ful. Both gamma globulin and antibacterials 
helped in cases 21 and 22. Neither gamma 
globulin nor antibacterials did much in cases 
4 and 8. Gamma globulin was assessed as 
more helpful than antibacterials in cases 3, 
10, and 14 because its favorable influence 
lasted longer than that of the antibacterials 
tried. 


Conclusions 


In a series of 22 cases of extremely severe 
acne, the over-all results of treatment were 
assessed as good in 10, fair in 4, and in 8 
poor. 

Of this series, 19 cases received injections 
of gamma globulin in doses of 2 cc. of Polio- 
myelitis Immune Serum (Human) Lederle 
intramuscularly at intervals of one week, 
more or less, in amounts that totaled from 
6 cc. to 100 cc. In these, the over-all results 
were assessed as good in 8 cases, fair in 3, 
and in 6 poor. The average dose in the 7 
cases in which the patient apparently was 
much helped by gamma globulin was 17 cc. 

The beneficial contribution of gamma 
globulin was assessed as “much” in 7 cases in 
which there were good results, “some” in 6 
patients who received fair or poor results, and 
in 6 “none.” 


Gamma globulin seemed to effect benefit 
in acne patients in a way similar to that 
whereby antibiotics may. In some cases gamma 
globulin did this better than antibiotics. In 
some cases it did this when antibiotics failed. 
In some cases it failed to help. 

The giving of gamma globulin appeared 
to be worthwhile in extremely severe acne 
because it seemed to help some patients ma- 
terially, and it did no harm. 

The mechanism of the sometimes beneficial 


influence of gamma globulin in acne needs > 


to be investigated. The results of such in- 
vestigations may bring to light better ways 
to treat patients whose medical care is on 
the whole problematic and unsatisfactory. 
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"Physician and 


Discussion (Abstract) 


Dr. Paul O. Shackelford, Tulsa, Okla. It is indeed 
a privilege to be asked to discuss Dr. Sutton’s paper. 
He and his associates have done a very fine study 
on this subject with an excellent compilation of 
results obtained. 


Through the courtesy of Dr. David Hines of the 
Lederle Laboratories, I obtained a supply of Polio- 
myelitis Immune Globulin (Human) for use in Sep- 
tember of this year. Severe cases of acne with pustular 
cystic lesions were selected; 10 patients were treated 
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over a relatively short period of time. They varied 
in age from 13 to 25 years, the average being 18 
years. There were 7 males and 3 females. 


It was thought interesting to vary the dosage some- 
what even though each patient received one injection 
weekly. The dosage varied from 1 to 1.5 to 2 cc. Our 
usual regimen of diet, evacuation of lesions, super- 
ficial x-ray therapy, hormones and topical medications 
were used, but antibiotics were purposely withheld in 
these cases. 


Fortunately, all of the patients selected were quite 
cooperative and followed through with all therapy and 
suggestions, so we have been and still are following 
them. We rated them “good,” “fair” and “poor” and 
attempted to employ Dr. Sutton’s criteria he has 
previously mentioned, realizing, of course, these have 
been studied over a relatively short period of time. 
Of the patients we have studied and are continuing 
to follow, the results of treatment are classed as, 
“good” in 5, “fair” in 4, and “poor” in one. In 2 
of the very severe cases, one in a white woman age 
92, and the other in a white boy age 16, the results 
to date have been much better than anything we 
have seen in the past for the time involved. It ap- 
pears the good results are going to be sustained. 

To date, there have been no untoward reactions 
and no complaints from any of the patients, insofar as 
pain or residual discomfort from the injections. 


It is interesting that in varying the dosage from 
1.0 to 1.5 to 2.0 cc., we have not seen any difference 
in results. In one of the most severe cases, the patient, 
a 16 year old white boy, received 1.0 cc. once weekly 
and is responding well. 


Why does immune gamma globulin help some of 
these severe pustular acne cases? Many of such pa- 
tients seem to present little resistance to infection 
and the inability to respond to usual therapy, in- 
cluding several of the broad spectrum antibiotics, 
and even blood transfusions which have been used 
in extreme cases. 


Waldenstrom and Winblad in reporting on sero- 
logic reactions in various diseases with hypergamma- 
globulinemia showed that in half of the cases there 
was an increased antistreptolysin titer, and about one- 
third had an increased antistaphylolysin titer. 

Balikov, in an article on serum gamma globulin in 
the burned patient, with special reference to septi- 
cemia, found that the gamma globulin levels were 
particularly low in patients with septicemia. 


Bonomo has shown, in cases of hyperglobulinemia 
in rheumatoid arthritis, that marked serum protein 
changes (particularly a marked fall in the gamma 
globulin fraction) were observed in 6 cases presenting 
hyperadrenocortical complications. It is interesting to 
me that there may perhaps be an altered or de- 
creased adrenocortical activity in some cases of pustu- 
lar cystic acne given gamma globulin. Also, perhaps, 
there may be promoted a reticulo-endothelial hyper- 
soa aiding these patients to respond and _ heal 

ster. 


Investigation has revealed that almost all of the 
antibodies are in the gamma globulin fraction and 
low resistance to infection would be one of the most 
probable consequences of a deficiency or absence of 
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this group of proteins in an individual. In 1952, 
Bruton and his associates described a disease entity 
(Agammaglobulinemia) expressed clinically as an in- 
ordinate susceptibility to bacterial infection. Following 
this, Janeway and Gitlin collected 9 cases, all exhibit- 
ing the same cardinal features, namely: (1) increased 
susceptibility to bacterial disease; (2) absence of gamma 
globulin in the serum; (3) absence of antibody in the 
blood and tissues; and (4) failure of antibody pro- 
duction in response to antigenic stimulation. These 
patients repeatedly had their lives threatened with 
bacterial infection, as pneumococcal pneumonia and 
bacterial infections of the middle ear and paranasal 
sinuses. It was shown by Gitlin that, prophylactically, 
the gamma globulin was much more successful (given 
0.6 cc./kilogram of body weight once a month) in 
these patients and gave more protection than the 
antibiotics. 

In considering the role that gamma globulin plays 
in this subject, it must also be remembered that the 
term gamma globulin is not synonymous with anti- 
body, since it is the individual specific groups of 
antibodies that as a whole comprise part of the 
gamma globulin fraction. Perhaps proteins other than 
antibodies comprise part of the gamma _ globulin 
fraction. 

In another study 12 agammaglobulinemia patients 
failed to react to streptococcal products whereas 75 
to 80% of normal children and adults show positive 
reactions. Also in hypogammaglobulinemia in an 
adult male, there were recurrent infections, normal 
levels of other blood proteins and inability to form 
circulating antibodies to artificially administered an- 
tigens or infecting organisms. 


Of course, it is a matter of conjecture as to the 
role gamma globulin plays in aiding some of the 
severe pustular acne patients. Is it perhaps due to 
strengthening an already widening immunologic de- 
fensive mechanism as Bloom and his associates feel, 
in aiding cases of pyoderma gangrenosum? 

Perhaps there is an increase in the antistreptolysin 
titer in many of these cases. 

It is my thought at the present that no specific 
antibodies are developed, but that these patients are 
being aided by developing a general and stronger 
defense mechanism,—nonspecific rather than develop- 
ment of specific antibodies. 

I also feel from our present knowledge that a 
reticulo-endothelial hyperactivity must play a part 
since this response is probably more of a general 
increase of efficiency of healing. 

If antibodies are produced in this, I cannot feel 
at the present that they are specific blocking anti- 
bodies against a streptococcus or staphylococcus but 
rather a generalized strengthening of the body de- 
fenses as a whole. 

Dr. Sutton (Closing). Dr. Loren Shaffer, of Detroit, 
now retired, read our paper prior to its presentation 
and wrote us on October 19, 1958, giving us permission 
to quote him, as follows: “I was interested to learn 


that your experience with a larger series of cases than 
ours was so similar. We have not had further clinical 
cases except an 18 year old boy with very severe cystic 
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acne that improved with routine measures and anti- 
biotics only to relapse as soon as antibiotics were dis- 
continued. He responded in a spectacular manner and 
remained free of active lesions for 3 months, but I lost 
track of his further progress. There is no satisfactory 
explanation why results should be so excellent in some 
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cases and such a failure in others. The question of 
dosage and time intervals arises but our 10 cc. doses 
did not prove superior to your 2 cc. doses at more 
frequent intervals. The expense of the treatment hard- 
ly warrants its use as a routine measure, but the spec. 
tacular results in some cases justifies further study. ...” 


ATLANTA, GEORGIA 


FOR 


NEXT MEETING 


NOVEMBER 16-19, 1959 


MAKE PLANS NOW TO ATTEND! 
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Physicians and Progress in the 
Public Health: 


GERALD E. McDANIEL, M.D., M.P.H., Columbia, S. C. 


CoNTINUED PROGRESS has been made during 
the past thirty years in improving the public 
health of most peoples of the world and par- 
ticularly of the United States. Life expectancy 
at birth has been increased, bacterial diseases 
have been brought under control, and once 
incurable mental and physical diseases are 
now being cured. Since the founding of medi- 
cine, physicians have tirelessly devoted their 
time and knowledge to not only treating the 
ills of their individual patients but unselfishly 
to the improvement of the health of all man- 
kind. Physicians have from the beginning of 
the profession accepted the responsibility and 
assumed the leadership for the control of 
epidemic disease. Dr. William Budd in his 
investigation of typhoid fever gave us an 
example of the kind of unselfish investigative 
work that has been done by many physicians 
in private practice. There are many others as 
well or better known for specific contributions 
to the improvement of the health of man, but 
many more physicians in public and private 
practice have made contributions to healthier 
communities without widespread recognition 
or none at all. Every active, conscientious phy- 
sician, in whatever field of medicine he chose 
to practice, has contributed knowingly or 
unknowingly something to the improvement 
of the public health. No small part of this 
contribution has been in the field of services 
rendered other than the control of the par- 
ticular disease or epidemic. Assurances art- 
fully given by the physicians that relieved 
the people of anxiety, fear, or even panic 
created a wholesome and healthier com- 
munity. We now recognize that, in addition 
to control of disease, wholesome use of leisure 
through recreation, hobbies, or companion- 
able associations and activities in social 
groups, freedom from some of the environ- 
mental irritations of daily living such as 


*Chairman’s Address, read before the Section on Public 
Health, Southern Medical Association, Fifty-Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 
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noise, pestiferous insects, and others con- 
tribute to a better total public health. 

Physicians of the past, because of their 
knowledge of the whole but smaller com- 
munity and their personal interest in it, were 
accepted as leaders not only in medical af- 
fairs but equally as well in civic and public 
affairs. Not all of this leadership was un- 
suspectingly thrust upon them by their com- 
munities. The physician was healer, com- 
forter, and adviser to his patients in prob- 
lems other than medical. 

During the past quarter century, there 
seems to have been increasing criticism of 
physicians individually and collectively. Some 
of the reasons advanced for this criticism and 
seeming lack of healthy trust in the indi- 
vidual physician and the medical profession 
have been several. 

(1) Increasingly there has been a lack of 
time devoted to a satisfying discussion with 
the patient of his total problem by the physi- 
cian responsible for his care. This applies 
equally well to the public health physician, 
whose patient is the community of his ju- 
risdiction, as to the private practitioner and 
his individual patient. We have all gotten 
too busy to discuss with our patient his chief 
problem which often as not is not the symp- 
tom of which he complains. Patients are anx- 
ious for their physicians to discuss their prob- 
lems with them for a little while. We, as 
individual physicians, who are responsible for 
the care of the patients and community, must 
somehow find enough time to talk more with 
our patients about their total problems, if 
we are to keep their confidence and support 
which we need to maintain our medical and 
patient freedoms as we now know them. We 
in public health must find the time to deter- 
mine, evaluate and discuss with our com- 
munities their problems. We must not be 
found limiting our activities to minor or dis- 
appearing problems. 


of 

i 


524 SOUTHERN MEDICAL JOURNAL 


(2) Another reason which may be cited for 
misunderstanding and criticism by the pub- 
lic results from the great increase in specializa- 
tion in medicine that has become necessary be- 
cause of the great advances in the science of 
medicine. The criticism that in the advances 
in the scientific fields we have lost some of 
the art of practice may be partly justifiable. 
In many instances the private patient is sent 
to several specialists without having his con- 
fusion altered by a timely explanation of 
reasons for such reference and of the reason- 
ably anticipated results. The public health 
physician must be sufficiently informed to 
give his community patient a reason for cer- 
tain actions or lack of action and to have 
some knowledge of what might be reason- 
ably expected to result from such _proce- 
dures. Noncommunication, equivocation or 
brusqueness with the community patient can 
be as disastrous as with an individual private 
patient. It is also just as important to each 
kind of patient that we give the information 
or instructions confidently, artfully, and 
timely. There have been instances in which 
the people of communities became unneces- 
sarily alarmed, frightened, and even panicky 
because some private physicians and unfor- 
tunately some health officers failed to instill 
calmness during threatened epidemics of 
smallpox or, more recently, poliomyelitis. 
This kind of situation was created by inade- 
quate communication between the family 
physician specialist treating individual pa- 
tients and the public health physician special- 
ist treating the community. Good and fre- 
quent communication between these special- 
ists can create a healthier, calmer atmosphere 
in the community and a healthier public 
opinion of the medical profession. The cor- 
rect diagnosis of the disease in the indi- 
vidual patient is dependent upon the bring- 
ing together the information of all the 
specialists and its summary by the patient’s 
physician. There must be cooperation and 
consultation. Even so, the correct diagnosis 
of the ills of the community is dependent 
upon the cooperation and consultation of all 
the physicians treating parts of it and a 
summary by the public health physician. 

(3) A third reason for criticism is a result of 
the tremendous increase in the past two dec- 
ades of many volunteer lay organizations 
working in medical fields. Even in those or- 
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ganizations that have good medical member- 
ship and advice, this physician relationship 
and leadership is lost in the predominantly 
lay sponsorship emphasized in the various 
news media. Even in organized public health 
agencies there is a tendency for more and 
more lay administration and direction. This 
is not in the best interests of the best public 
health nor of the medical profession. The 
public loses its awareness of the need for qual- 
ified, trained medical leadership and direc- 
tion. We must see that all boards and or- 
ganizations working in health and medical 
fields have good, vocal, recognized medical 
representation in responsible positions on 
them. 


The phenomenal increase in the knowledge 
of medicine, the growing urbanization of 
populations, and the more rapid and wide- 
spread areas of travel have so expanded the 
field of medicine that specialization was a 
normal result. No one person can encompass 
the entire field and know all the problems. 
Among the specialties that developed was that 
of preventive medicine or public health. The 
physician-practitioner of public health treats 
the community population as his patient. 
His consultants are the physicians who treat 
individual patients in the community. He 
must assemble and evaluate the reports of 
his consultants for a correct diagnosis of his 
patient’s ills and for proper treatment. He 
cannot do this if his consultants are not 
wholly cooperative, and will, thus, have only 
a partial picture of the community’s prob- 
lem. This development of the public health 
specialty has not been smooth, but patience, 
sincerity of purpose, and wholesome under- 
standing have led to general acceptance of the 
public health specialty. This development 
and acceptance has been due in great part 
to the leadership and support of the local 
private practitioners of medicine and of pa- 
tient pioneers in the public health field. This 
cooperation of physicians and generally a 
patient public has brought under control al- 
most all of the bacterial diseases. These dis- 
eases were the major public health problems 
of twenty and twenty-five years ago. Through- 
out this period public health has had medical 
supervision and direction. We as physicians 
must exhibit sufficient interest and leader- 
ship to maintain medical supervision and 
direction of medical and public health ac- 
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tivities. Truly the medical profession has ac- 
complished much. 

We need to be alert to keep this leader- 
ship. We must be alert to the problems of 
the continuing present, or better still antici- 
pate them before they are problems, to exert 
leadership in planning for their care and 
control. Changing of the population compo- 
sition and environments produce changing 
public health problems. The jet-age makes 
world disease problems potentially local com- 
munity ones. The increasing age of the popu- 
lation of this country will present an in- 
creasingly large problem of long-term illness 
in the older population. These long-term ill- 
nesses involving a large number of the popu- 
lation, and other problems of the aging, will 
be a major problem to be considered by all 
of us. It is already evident that if we physi- 
cians do not take the initiative in developing 
and guiding the programs for adequate care 
in these areas, someone else will. Already 
there are lay organizations, some without 
medical representation, planning programs 
for the solution of these problems. The very 
nature of the long-term illness in the old 
person will demand the cooperation of many 
groups for successful care. There is a place 
for any lay group or organization to render 
valuable service in the care of the chronically 
ill and in the old age group, but the medical 
care of these patients, including the kind and 
method of hospitalization, should be directed 
by medically trained people. Most lay or- 
ganizations want and will welcome competent 
medical leadership. It is therefore an urgent 
responsibility of the medical profession to 
see that competent, vocal, and active medical 
advice and leadership is provided. 


The practice of preventive medicine and 
public health, as a specialty of medicine, 
completes and qualifies the field of medicine 
in this country to care as adequately for 
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these medical needs of the future as capably 
as for the problems of acute communicable 
disease in the past. Private practitioners of 
medicine and the public health physician, 
with the facilities at his command, can pro- 
vide the kind of therapeutic and preventive 
care this older population needs. We must 
first determine the extent of the medical 
problems of the aged and direct the pro- 
grams for their care and control. The prob- 
lems of long-term illness of older people and 
the problems of the aging will demand closer 
cooperation not only between physicians of 
all specialties, including general practice and 
public health, but between the medical pro- 
fession and various lay groups who can pro- 
vide some of the needed social, recreational 
and economic essentials for complete care. 
We physicians must direct the medical phases 
of the total care of the patient whether it 
be in the hospital, in the nursing home, or 
in the home care program. 


The public health physician can perform 
his role in this total health problem of the 
future by using the personnel associated with 
him in improving and supervising care in 
nursing homes and in directing a good home 
nursing care program. This kind of coopera- 
tion and planning between all physicians of 
the local communities will keep medical care 
in the care and direction of the medical pro- 
fession. There must not be unnecessary delay 
in providing leadership and direction. 
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The Diseased Lower Urinary ‘Tract 


in the Female: 


NORBORNE B. POWELL, M.D.,+ Houston, Tex. 


Most of the women having symptoms referred to the lower urinary tract have 
disturbances which may be treated successfully in the office. All too often those 
who have had symptoms of long duration have been thought to be neurotic. 


THE LOWER URINARY TRACT in the female is 
composed of the bladder and urethra. The 
urinary bladder has as its only function the 
storage of urine until it is convenient for 
the individual to empty it. The urethra serves 
as a conduit to carry urine from the bladder, 
and functions as an organ only during uri- 
nation. 


The Bladder 


Exstrophy of the bladder is an infrequently 
occurring but serious and distressing condi- 
tion. There is no satisfactory way of manag- 
ing it at the present time, although ureteral 
transplantation to an ileal loop seems to offer 
hope. The urachial abnormalities are char- 
acterized by incontinence of urine, or ab- 
dominal masses and are fairly simple to diag- 
nose and correct by excision. Diverticulum 
of the bladder in the female occurs rarely 
but is easy to remove surgically, once a diag- 
nosis has been made. Stricture of the vesical 
neck is seen often in infants and children, 
and once recognized is correctable by either 
transurethral or open surgery with subsequent 
good results, provided the upper urinary tract 
has not been damaged by delay in diagnosis 
and treatment. 


Infections of the bladder are of two types, 
the acute and chronic. In the acute stage the 
symptoms are burning and pain on urina- 
tion, pyuria, hematuria, fever with or with- 
out chills, and referred pain in the lower 
abdomen, groins, thighs and perineum. Red 
cells and/or pus cells in the catheterized urine 
and a typical cystoscopic appearance make 
the diagnosis obvious. Treatment consists of 


*Read before the Section on General Practice, Southern 
Medical Association, Fifty-Second Annual Meeting, New 
Orleans, La., November 3-6, 1958. 

+From the Department of Urology, Baylor University College 
of Medicine, and the Department of Urology, St. Luke’s Hos- 
pital, Houston, Tex. 


forcing fluids including tea, coffee, carbo- 
nated drinks, water and milk. Citrus fruits 
and tomatoes should be omitted because a 
surprising number of patients have unsus- 
pected allergic reactions to these. For sympto- 
matic relief treatment may include aspirin, 
codeine, bladder sedatives, heat over the blad- 
der area, and instillations of some soothing 
medication. Specific treatment includes a 
sulfa drug (Gantrisin), a new furacin type of 
chemical (Furadantin), and antibiotics. These 
may be given either singly or in combina- 
tion. The antibiotics are well known for their 
efficiency and of this entire group chloram- 
phenicol (Chloromycetin) is very effective as 
are the tetracyline derivatives. Usually the 
prognosis in acute cystitis is good, though this 
depends on the cause and previous history. 

Chronic cystitis is less dramatic in its onset 
and symptomatology, but may be severe if 
acute exacerbations occur often. Symptoms 
are frequency and burning on urination and 
pain referred to the pelvic and low back 
areas. The urine may or may not contain 
blood or pus, but the diagnosis is obvious 
when cystoscopy is done. Symptomatic treat- 
ment of chronic cystitis consists of forcing 
fluids, bladder lavage and urethral dilations. 
Specific therapy will depend on the cultures 
and sensitivity tests. Resistant cases require a 
search for foci of infection, commonly found 
in the teeth and gums and occasionally in 
the cervix or pelvic organs. Food allergy’ is 
responsible for at least 5% of recurrent 
chronic cystitis. 

Benign tumors of the bladder are rare, 
while malignant tumors of the bladder ac- 
count for 3% of all body cancers. Bladder 
cancer is epithelial (transitional) in type; 
adenocarcinomas and sarcomas occur rarely. 
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Painless hematuria means cancer of the blad- 
der until proved otherwise, and only by care- 
ful cystoscopic examination may cancer be 
ruled out. Trauma to the bladder can result 
in cystocele or vesicovaginal fistula, and may 
be due to obstetric or gynecologic complica- 
tions, irradiation therapy, or occasionally 
crushing injuries (as in an automobile wreck) 
which tear into the bladder and vagina. If 
pieces of bone or foreign bodies perforate 
the bladder, extravasation of urine will occur 
either intra-abdominally or into the retro- 
peritoneal spaces. Prompt diagnosis by cathe- 
terization, cystograms and/or cystoscopy will 
save many distressing complications. 


The Urethra 


The other part of the lower urinary tract 
in the female is the urethra, which is a hollow 
organ measuring about an inch in length. Its 
only function is to carry urine from the 
bladder and it empties into the anterior 
vaginal fornix of the vagina. The urethra is 
a very muscular organ being richly supplied 
with nerves, blood vessels, and lymphatics. 
The urethra is collapsed except during the 
act of micturation when it becomes patent. 
The normal urethra varies in its diameter 
from a #24 through a #30 F. sound. Congenital 
malformations occur and are important as 
they predispose to subsequent trouble in later 
life. Hypospadius is very common and is char- 
acterized by the stenotic external urethral 
meatus opening high in the anterior fornix of 
the vagina. Meatal stenosis with or without 
hypospadius occurs frequently in infants and 
produces symptoms simulating intestinal colic. 
Dilating the urethra 2 or 3 times will relieve 
the “colicky” pains of a strictured urethra, 
but obviously will not affect true intestinal 
colic. Often, however, meatal stenosis exists 
without symptoms until adulthood. Stenosis 
of the bladder neck is fairly common, with re- 
current pyuria, hematuria, and fever as typical 
findings. Infections in the urethra are always 
present when the bladder is acutely or chron- 
ically inflamed. 

Malignant tumors of the urethra fortunate- 
ly are extremely rare. McCrea? surveyed the 
world literature from 1883, when the first 
urethral malignancy in the female was re- 
ported, and found a total of 546 proved cases 
in the intervening 70 years. Benign tumors of 
the female urethra, however, are frequent and 
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important. These tumors are seen cystoscopic- 
ally as polyps, caruncles, cysts and enfolds, the 
latter being granular curtain-like extrusions 
of hyperplastic mucosa into the lumen of the 
posterior urethra. Submucosal hemorrhagic 
blebs also occur, always associated with 
chronic irritation at the bladder neck. Trauma 
to the urethra may cause stricture of the ex- 
ternal meatus, and can originate from poor 
diaper hygiene during infancy; or it may 
occur in a “saddle-type” injury when young 
girls fall astride a bar, bicycle or other object. 
Another important, but often unrecognized 
cause of meatal irritation and subsequent nar- 
rowing of the urethral lumen may be the 
wearing of a sanitary pad (Kotex or Tampax) 
during menstruation. However, I do not be- 
lieve that a sanitary pad will cause trouble in 
a normal urethra. It is well known that ob- 
stetric or gynecologic procedures may cause 
injury to the urethra, and many women date 
the onset of their bladder trouble from child- 
birth or some gynecologic operation. Sexual 
intercourse often causes a flare-up of urethral 
symptoms in the woman. I am sure this is the 
cause of many marital difficulties, and may 
be manifested by frigidity, dyspareunia or, 
more often, as bladder irritation occurring a 
day or two after intercourse. 


A chronic periurethritis produced by a 
meatal stricture may cause abscess formation, 
which is at first microscopic and later of 
macroscopic size. The inflamed periurethral 
glands in the urethrovaginal septum grad- 
ually coalesce to form a larger saculated 
poorly draining abscess cavity which even- 
tually forms an urethral diverticulum. During 
urination hydrostatic pressure forces drops 
of urine into the diverticulum. The stenotic 
opening of this diverticulum alternately 
drains with relief of symptoms, or becomes 
infected, occluded and repeats the cycle of 
abscess formation. This pathologic process is 
the most frequently misdiagnosed and mis- 
treated of the lower urinary tract diseases. 
The symptoms are frequency, burning on 
and after urination, pelvic aching, referred 
pains to back, thighs, legs, and rectum, inter- 
mittent fever and chills, and abdominal full- 
ness. A keen clinician will recognize the 
bizarre symptomatology, prove the diagnosis 
by panendoscopy, urethral massage and x-ray 
studies, and dramatically cure the woman by 
diverticulectomy. 
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Office Treatment of Lesions of the Bladder 
Neck and Urethra 


A simple and useful office treatment is to 
dilate the urethra using Van Buren or fe- 
male sounds. A normal female urethra should 
tolerate from a #24 through #30 F. sound, 
the average being about #28 F. Urologists 
generally agree that any urethra which will 
not admit a #24 F. sound comfortably will 
produce local or referred symptoms sooner 
or later. It is amazing how many urethral 
strictures occur. The routine calibration of 
the urethra, and vaginal palpation of the 
urethra with the sound in the bladder, will 
diagnose many unsuspected urethral and blad- 
der lesions. The Kollman dilator has a place 
in treatment of these conditions, since its 
fenestrated blades allow periurethral secre- 
tions to be stripped out of the urethra. 

If the patient voids prior to examination 
and is catheterized immediately thereafter, 
residual urine can be measured, the urine 
examined, and medicine instilled into the 
bladder. One or two ounces of Argyrol, 
1:10,000 neutral acriflavin or Cajandol are 
soothing to an inflamed bladder. 


Another valuable office procedure is mea- 
totomy, if the meatus will not comfortably 
tolerate the #26 or #28 F. instrument. Some 
women who could tolerate a #30 or #32 F. 
instrument have been cured by doing a mea- 
totomy, since a tight but elastic meatus will 
allow a sound to pass but will obstruct the 
flow of urine. A simple technic? for mea- 
totomy is to inject 0.5 cc. of 1% Novocaine 
into the meatus at the posterior or six o'clock 
position, and clamp the posterior meatal lip 
for one-sixth of an inch with a straight hemo- 
stat. It is left in place for 30 seconds and the 
clamped area cut with scissors. If there is any 
bleeding, or if the meatus is still too tight, 
a small platinum tip cautery can be used to 
increase the caliber and to control bleeding 
with minimal discomfort. Urethral mucosal 
eversions and caruncles may be cured by 
“electric needle” type of therapy also. Trans- 
urethral resections and/or fulguration of the 
bladder neck can be done in the office, but I 
usually do these only as “touch up” treat- 
ments on patients who have had transurethral 
operations in the hospital. 
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Hospital Treatment of Lesions of the Bladder 
Neck and Urethra 


Urologic investigation should include in. 
travenous and retrograde pyelograms, urine 
culture and sensitivity tests and, if indicated, 
meatotomy of the external urethral meatus, 
Indications for surgery on the bladder neck 
and urethra include the following:* (1) recur- 
rent urinary retention, (2) repeated urinary 
residual over 3 ounces, (3) recurrent fever or 
hematuria due to cysto-urethritis, (4) nocturia 
of more than three times a night, and (5) re. 
ferred pelvic pain. 

One must evaluate each case carefully, but 
when a female patient is not cured by office 
treatment, or when relief from treatment is of 
short duration, more advanced specialized 
therapy must be considered. Statistically, 10% 
of patients seen in general practice have uro- 
logic complaints and about one-half of these 
are women. A large percentage of these women 
respond quickly to oral medication, and most 
of the remainder will be cured or relieved by 
instrumentation of the urethra and bladder 
neck. But the remaining small percentage 
have presented problems to the urologists in 
the past. Many of these poor unfortunate, 
long-suffering women have been labeled 
“neurotics,” because their “bladder trouble” 
and sundry vague aches and pains did not re- 
spond to the usual treatments and _ psycho- 
therapy. It is to this group that modern urol- 
ogy offers hope for cure. 


Surgery on the bladder neck and urethra 
can be done on the hospitalized patient with 
assurance that most all will be benefited or 
cured.® Lesions of the bladder neck can be 
managed by open operation using the retro- 
pubic approach, but only the transurethral 
method can be used in treatment of the blad- 
der neck, the posterior and anterior urethra, 
and the meatus. Transurethral fulguration is 
a good procedure especially in infants. How- 
ever, whenever possible transurethral resec- 
tion is the ideal way of treating these lesions. 
Just as diseased tonsils should be removed, 
and not be treated with caustics or burned 
out by heat, I believe that obstructing cystic 
polypoid enfolding masses in the posterior 
urethra should be resected and not fulgurat- 
ed. Since the margin of safety is small, pa 
tients should be warned that a second or even 
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a third operation may be necessary, since it is 
better to do too little rather than too much. 
A vesicovaginal fistula or damage to the 
sphincter will not occur when a careful trans- 
urethral resection is done by a competent 
urologist. So far, in over 500 cases of transure- 
thral resection in females of all ages, I have 
not had either of these two terrible complica- 
tions develop.® 


Case Reports 


Case 1. Mrs. V. W., a 38 year old white woman, 
gave a history of recurrent mild pyuria and bladder 
treatment for several years. She had frequency, noc- 
turia five times per night, severe low backache and 
leg ache when first seen on Sept. 13, 1946. The urethra 
was sore and granular with marked periurethritis. 
Although searched for, no diverticulum was found. 
She was treated intermittently for 9 years. During an 
episode of acute cystitis the previously suspected ure- 
thral diverticulum was found. 

After the acute symptoms subsided she was referred 
to a gynecologist who excised the urethral diverticu- 
lum on July 11, 1955. Her subsequent course has been 
uneventful except that she returns for urethral dila- 
tions about every 5 or 6 months. She is very grateful 
for the marked improvement in the pain in the low 
back and pelvic areas, and has had no more attacks of 
cystitis. 

Case 2. Mrs. B. M. T., a 34 year old white woman, 
had suffered from recurrent bladder symptoms for 
several years. During the preceding 9 months a com- 
petent urologist had dilated her urethra every 10 to 
14 days with only temporary relief. A meatotomy was 
done in the office under local anesthesia when I first 
saw her on May 9, 1958. The patient reported marked 
relief by her third office visit. Five months later she 
tolerated a #28 F. sound easily, and had no bladder 
symptoms for the first time in several years. 

Case 3. For 18 months Mrs. V. C. McG., a 27 year 
old white woman, had been treated by a competent 
urologist for suprapubic aching, urinary frequency, 
and low backache. A complete urologic survey by him 
during this time was negative. 

She was first seen by me on Nov. 3, 1955. Examina- 
tion revealed a tight urethra, pelvic myalgia and a 
diverticulum of the posterior urethra. A detailed his- 
tory suggested the possibility of food allergy as a par- 
tial cause for her complaints. A trial of omitting and 
then adding certain foods proved conclusively that 
chocolate was the main offender. During the following 
3 years she has had no urologic symptoms except on 
two occasions, and each time she had eaten one or two 
pieces of chocolate candy 6 to 12 hours prior to onset 
of severe bladder symptoms. Office treatment of the 
irritated bladder and antihistamines by mouth relieved 
promptly each of the two attacks of “allergic cystitis.” 

Case 4. D. W., a 314 year old white girl, was seen 
on Feb. 16, 1955, because of day and night enuresis. 
Numerous treatments were done over a period of 8 
months with only temporary improvement. X-ray ex- 
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aminations of the upper urinary tract were normal, 
but Pseudomonas was found on culture. 

On Oct. 31, 1955, a transurethral bladder neck re- 
section was done with some improvement subsequently. 
Because food allergy was suspected, an accurate food 
diary was kept by the mother. This disclosed that 
peaches, tomatoes, citrus fruits and condiments were 
the offending foods, and omission of these caused com- 
plete relief of all urinary symptoms. Adding these 
foods, even in small amounts, would precipitate en- 
uresis for a period of several days, and if the foods 
were continued, infection usually would develop 
shortly. During the past year the offending foods have 
been omitted from the child’s diet and she has re- 
mained absolutely symptom-free urologically. 

Case 5. (SL-39980) Mrs. K. G., a 71 year old white 
woman, had received urologic treatments for many 
years for recurrent pyuria, burning and frequency. On 
Aug. 20, 1957, a general surgeon did a partial gastrec- 
tomy for gastric ulcer. Postoperatively she was found 
to have pyuria and residual urine that varied from 
800 to 1,000 cc. Intravenous pyelograms showed an ap- 
parently normal appearing upper urinary tract. Cysto- 
gram demonstrated bilateral reflux with dilated atonic 
ureters and pelves, grade IV bladder trabeculations 
and a diverticulum larger than the bladder itself. 


A transurethral bladder neck resection was done on 
Aug. 30, 1957, with prompt return of normal urination 
and gradual improvement in pyuria. 


Case 6. (Meth. Hosp. 55-7519) Mrs. R. B., a 49 
year old white woman, was first seen Dec. 9, 1946, be- 
cause of recurrent chills, fever, frequency and back- 
ache. X-ray studies revealed a normal upper urinary 
tract. Over an 8 year period intermittent office treat- 
ment relieved her for varying periods of time. During 
the last 5 months she developed increasingly severe 
“cystitis” and backache, with only slight relief from 
local treatment. On May 17, 1955, a transurethral re- 
section of the bladder neck was done, with dramatic 
cure of the backache and all urinary symptoms. 


Summary 


The lower urinary tract in the female con- 
sists of the bladder and the urethra. Both may 
have congenital anomalies which produce 
symptoms sooner or later. Acute and chronic 
infections are common and usually involve 
both organs. Tumors of the bladder usually 
are malignant, while tumors of the urethra 
are practically always benign. Trauma to the 
bladder usually is obvious, but urethral in- 
jury often is insidious in onset and difficult 
to diagnose. 


The great majority of urethral and bladder 
lesions which are seen in general practice can 
be treated successfully in the office by using 
symptomatic, specific, and local therapy. Food 
allergy should be considered in chronic re- 
lapsing cases and can be prevented by omit- 
ting certain foods from the diet, or be treated 
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by antihistamines. A food-symptom diary will 
help identify the offending foods. 

In the past a small percentage of female pa- 
tients having disease of the lower urinary 
tract did not respond to these measures and 
were labeled “neurotics.” Modern urology of- 
fers hope to this group, since transurethral 
(or retropubic) surgery can remove pathologic 
conditions and restore normal physiologic 
processes. Six representative cases have been 


530 SOUTHERN MEDICAL JOURNAL MAY 1959 


presented, each demonstrating a different 
method of treatment. 
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Clinical Aspects of Gallop Rhythm: 


W. PROCTOR HARVEY, M.D.,t Washington, D. C. 


The proper interpretation of gallop rhythms is of exceeding importance, since certain of 
these may offer major information in diagnosis and prognosis. 


GALLOP RHYTHM is one of the most important 
aspects of clinical auscultation of the heart, 
but considerable confusion exists concerning 
it. Most gallop rhythms, particularly during 
early stages, are unrecognized or are not in- 
terpreted correctly. This is unfortunate, for 
a gallop, depending on the type, often repre- 
sents the very earliest clinical sign of cardiac 
decompensation. One reason for the existing 
confusion concerning gallop rhythm has been 
the varied terminology used.1* After review- 
ing all of the different classifications of gal- 
lops the following has proved to be physio- 
logic, simple, as well as practical, from a 
clinical point of view. 


Classification and Description of Gallop Rhythm 


Gallops are first divided into systolic and 
diastolic (Fig. 1). With a normal or slow 
heart rate there is usually no difficulty in 
determining whether the extra sound is sys- 
tolic or diastolic in timing. With more rapid 
rates the differentiation becomes more of a 
problem. However, timing becomes simple if 
one uses the technic of “inching.” The ma- 
jority of gallop sounds are best heard at the 
apex and are faint or absent over the aortic 
area (Fig. 2). This fact is of value when one 
is attempting to identify the extra sound. An- 
other valuable auscultatory point is that the 
second sound over the aortic area is almost 
always the louder of the two sounds. Although 
a normal second sound may not be loud over 
the aortic area it generally is still more promi- 
nent than the aortic first sound. Therefore, 
using the “inching” maneuver one begins over 
the aortic area for here one knows just where 
systole ends because the louder of the two 
sounds is the aortic second sound. Since most 
gallop sounds are faint or inaudible over the 
aortic area the extra sound will not be heard 


*Read before the Section on Medicine, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 


tFrom the Department of Medicine er George- 
town University Medical Center, Washington, D. 
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as well there. If the stethoscope is now moved 
downward over the usual cardiac areas toward 
the apex, and at the same time concentrating 
on the second heart sound, an area will be 
reached where the extra sound appears. (This 
is usually along the lower left sternal border.) 
If the extra sound occurs in systole, between 
the first and second sound, a systolic gallop 
(or click) is present. On the other hand, if 
the extra sound occurs after the second sound 
between the second and first sound, the gal- 
lop is diastolic. This method of timing is 
accurate even though the heart rate may be 
rapid, 

A systolic gallop (or click) is an extra sound 
occurring in systole, is generally best heard 
at the apex and usually represents a benign 
finding. The exact cause of the extra sound 
is not known but it is thought to be extra- 
cardiac in origin. Although not rare it is 
less common than the diastolic gallop. It is 
generally best heard with the patient recum- 
bent, but often is well heard with the patient 
sitting. This systolic sound often has a more 
“sticky” or high frequency clicking sound, 
and generally occurs at a sufficient interval 
from the first or second sound so should not 
be confused with normal splitting of sounds. 
Sometimes this systolic sound has been con- 
fused with the friction rub of pericarditis, 
serious diastolic gallop rhythm, or rheumatic 
and congenital heart lesions. A few of the 
patients have had a past history of severe 
pneumonia or other infection producing ad- 
hesions, thereby causing this sound. The ma- 
jority, however, have had a completely nega- 
tive history. 

In addition to this benign type of systolic 
sound there may be systolic sounds heard in 
conjunction with organic heart disease. For 
example, in aortic insufficiency a_ systolic 
sound may be heard at the apex, base, and 
over peripheral arteries, which has been 
termed, “systolic ejection sound,” “pistol 


2 


532 SOUTHERN MEDICAL JOURNAL 


MAY 1959 


FIG. 1 
CLASSIFICATION OF GALLOP RHYTHM 
1. SYSTOLIC GALLOP 


S; So 


& 


AURICULAR 


Ss s 


Se 


Upper tracing: Benign systolic gallop (or click) (G) occurring between first (S,) and second sound (S2), in a patient with 
a normal heart. Left lower tracing: Auricular gallop (G). Patient had acute nephritis. P-R 0.20 sec. Right lower tracing: 
Ventricular gallop (G) in 62 year old man with old myocardial infarction. Chronic congestive failure. 


shot,” “systolic click,” or “gallop.” When pres- 
ent (e.g., with aortic insufficiency) one usually 
has no difficulty in determining the presence 
of organic heart disease. In aortic insufficiency 
of a severe degree the first sound is often 
faint and the ejection sound is early, thereby 
easily confused with the first sound. In ad- 
dition, a systolic sound may be heard over 
an enlarged pulmonary artery from many 
causes, such as atrial septal defect, ventricu- 
lar septal defect, pulmonic stenosis, primary 
pulmonary hypertension, or idiopathic dila- 
tation of the pulmonary artery. We have 
found this sound commonly associated with 
enlargement of the pulmonary artery segment, 
and it is best heard over the pulmonary area 
or third left interspace rather than at the 
apex, as in the case of a benign systolic click 
or gallop. This sound occurring in systole has 
been termed an “ejection sound” and, as with 
the systolic sound produced in aortic insuf- 
ficiency, is probably produced by sudden fill- 


ing of the pulmonary artery or aorta during 
ventricular systole. The finding of this systolic 
sound associated with organic heart disease 
in itself does not indicate a poor prognosis, 
but its presence may be a valuable clue from 
auscultation to suspect enlargement of the 
pulmonary artery from various causes, such 
as congenital heart disease. 


Diastolic gallop. After determining that 
the gallop sound occurs in diastole it must 
further be subdivided into two components, 
the auricular diastolic gallop and the ven- 
tricular (or third heart sound type) diastolic 
gallop (Fig. 1). Further classification of the 
diastolic gallop in this manner is a necessity 
because the auricular gallop usually does not 
carry the same serious prognosis associated 
with the ventricular diastolic gallop. 

Auricular (atrial) gallop. This gallop 
sound is related to auricular contraction and 
often occurs in the absence of cardiac de 
compensation. It is frequently heard when 
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FIG. 2 


SYSTOLIC GALLOP (CLICK) AT APEX 
POORLY HEARD AT BASE 


Systolic gallop (G) in a 15 year old girl without heart 
disease; it is well heard at the apex, poorly at the aortic 
area. 


there is a delay in A-V conduction when the 
P-R interval is prolonged (Fig. 3). One hears 
the auricular sound, the faint first heart sound 
(because of the prolonged P-R interval), and 
the second heart sound. Also, when the P-R 
interval is still within upper normal limits 
an auricular gallop sound may likewise be 
heard (Fig. 4). It is frequently heard in pa- 
tients with hypertension with or without pro- 
longation of the P-R interval. This auricular 
gallop may be present before the onset of any 
heart failure, and in itself does not necessarily 
denote serious heart disease. Once failure en- 
sues, however, the auricular gallop may per- 
sist, but now there appears, if one listens 
carefully for it, the ventricular gallop of heart 
failure (Fig. 5). Why the auricular sound pro- 
ducing this type of gallop in presystole is 
heard in hypertension is unsettled at present. 
Infrequently we have heard an auricular 
sound simulating a gallop rhythm in a_ per- 
fectly normal heart. Th‘s has been observed 
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in the absence of any hypertension or pro- 
longation of the P-R interval. From a_prac- 
tical point of view an auricular gallop mainly 
occurs in the presence of a prolonged atrio- 
ventricular conduction and/or hypertension, 
and in itself does not connote heart failure. 
The auricular gallop, however, may be heard 
in patients with a failing heart where the 
ventricular type of diastolic gallop is also 
present. In such patients, as will be discussed, 
a poor prognosis appears to be made on the 
presence of a ventricular gallop. 

Ventricular (or third heart sound type) gal- 
lop. This is the gallop which appears to be 
almost always assoc:ated with heart failure 
(Figs. 1, 5-7, 12, and 13). It often occurs as 
the very first clinical sign of serious heart 
disease or cardiac decompensation. The gal- 
lop sound appears later than an opening snap 
of mitral stenosis, but at the identical time 
as the normal phys‘ologic third heart sound. 
A normal third sound is a common finding 
in children and young adults. It becomes less 
frequent in the years 20 to 30, after 30 a 
still less finding, and after 40 is a rare benign 
finding. As a rule a sound at this t'ming, 
in a person in his forties, fifties or over, rep- 
resents a ventricular diastolic gallop. It is a 
mystery, as well as being ironical, that a 
sound occurring in youth as a normal heart 
sound representing a healthy sign should ap- 
pear in later years as a now unhealthy sign 
denoting a failing heart. Since this diastolic 
sound occurs at the timing of a normal physi- 
ologic third heart sound, the term “third 
heart sound type of gallop” is also used syn- 
onymously with the term “ventricular gal- 
lop.” This ventricular gallop is the most im- 


FIG. 3 


AURICULAR GALLOP — 1° BLOCK 
NO FAILURE 


Patient with refractory anemia and first degree block. Note 
auricular gallop (G) and faint first sound (S,). P-R equals 
.25 sec. 
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portant as well as the most common type of 
gallop. 

A ventricular diastolic gallop occurs most 
commonly in patients with hypertensive 
and /or coronary artery disease in the presence 
of heart failure. It is also heard in rheumatic 
valvular disease; for example, it is commonly 
noted in aortic insufficiency with cardiac en- 
largement and heart failure. It is rare to hear 
this type of gallop with mitral stenosis even 
in the presence of cardiac decompensation. 
In fact, hearing a ventricular diastolic gallop 
makes most unlikely the diagnosis of an un- 
complicated tight variety of mitral stenosis. 
On occasions, however, this type of gallop has 
been present with mitral stenosis, but in such 
instances there was acute active rheumatic 
carditis or an extreme degree of heart failure 
where the diastolic rumble previously present 
had decreased in intensity. A possible mecha- 
nism to explain the absence of a ventricular 
diastolic gallop in mitral stenosis is the pre- 
vention, by the stenotic mitral valve, of the 
usual rapid filling of the ventricle during 
diastole; also, the diastolic rumble often oc- 
curs at the same time interval and “covers 


FIG. 4 


AURICULAR GALLOP — NO FAILURE 
(P-R INTERVAL, 0.20 SEC.) 
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AURICULAR GALLOP - NORMAL P-R 
NO FAILURE 


Upper: Same patient as in figure 1, left lower tracing. 
Lower: Auricular gallop (G) with normal P-R_ interval 
(0.16 sec.). 
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FIG. 5 


MALIGNANT HYPERTENSION~ CONGESTIVE FAILURE 
AURICULAR AND VENTRICULAR DIAST. GALLOPS 


From a 60 year old man, who died 3 months later. Note 
both auricular (AG) and ventricular (VG) diastolic gallops 
heard in addition to the systolic murmur, first (S;) and 
second (Ss) heart sounds. 


up” the gallop sound, if present. In general, 
the ventricular diastolic gallop can occur in 
a great variety of diseased states of the heart, 
including hypertensive, coronary, rheumatic, 
congenital, and syphilitic heart disease, as 
well as in disease of the heart muscle as 
myocarditis. The common denominator, when 
this sound is present and regardless of eti- 
ology, is heart failure, except for rare in- 
stances, and indicates a serious condition. 
Like all gallops the ventricular diastolic is 
best heard in the apical region with the 
patient recumbent (Fig. 6, lower tracing). 
At times it is heard better after slight effort 
when blood flow and heart rate are somewhat 
accelerated. The canter quality of the sound 
simulating a horse galloping is only present 
when the heart rate is increased. In fact, 
when the same third sound is heard early in 
diastole and the rate is slow (50 to 70) it 
may not be recognized as the same gallop 
unless it was known to have been present 
when the rate was rapid, or when there is 
other evidence of serious disease of the heart 
muscle. It should be emphasized, however, 
that a gallop occurring at a slow rate still 
has the same significance as though it were 
heard at a fast rate. It has sometimes been 
stated in the past that a gallop has to be 
present above a certain heart rate in order 
to be of any significance. A gallop is a gallop 
regardless of the ventricular rate. 

The majority of the ventricular diastolic 
gallops are faint, being of low frequency, 
and are therefore commonly overlooked. To 
hear them one must listen specifically for this 
sound in early diastole, using the bell of the 
stethoscope with very light pressure, just 
making an air seal on the skin over the 
precordium (Fig. 7). If the normal amount 
of pressure is applied, the extra sound may 


vol 


be 
are 
isa 
wit 
tur! 
five 
gall 
afte 
a fl 
tior 
may} 
rhyt 
(e.g 
nec 
aud 
they 
foul 
of 
teri 
the 
at t 
ing 
the 


VE 


Upper 
refract 
ventri 
sound: 
compe 
ventric 
aortic 


G 6 G 
= 
VENT 
G G G 
S; S, Se2 


VOLUME 52 


be greatly decreased or even inaudible. The 
area where the gallop is generally best heard 
is along the lower left sternal border or apex, 
with the patient lying recumbent or while 
turning to the left lateral position. Coughing 
five or six times may “bring out” this faint 
gallop sound. Occasionally it is noted only 
after brief effort, such as walking, climbing 
a flight of stairs, or coincident with an emo- 
tional disturbance. A rise in blood pressure 
may accentuate or “bring out” the gallop 
rhythm. In some patients moderate elevation 
(e.g., 30 to 40 mm. mercury) is all that is 
necessary. Some faint gallops become in- 
audible with certain phases of respiration so 
they are only detectable with every third or 
fourth beat. If the patient has any degree 
of emphysema or an increase in anteropos- 
terior diameter of the chest, auscultation over 
the xiphoid process or just under the ribs 
at the attachment of the diaphragm may be 
advantageous. Also, with such patients, hav- 
ing them sit up and lean forward may bring 
the faint sound closer to the stethoscope. The 


FIG. 6 


VENT. DIAST. GALLOP — A.S.H.0., CONG. FAILURE 


Upper tracing: Man with arteriosclerotic heart disease and 
refractory heart failure who died several weeks later. Note 
ventricular gallop (G). His dvspnea is illustrated by breath 
sounds (X). Lower tracing: Man with chronic cardiac de- 
compensation and auricular fibrillation. Note prominent 
ventricular gallop (G) clearly heard at apex, poorly at 
aortic area. He also had a grade IV apical systolic murmur. 
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FIG. 7 
"VENTRICULAR GALLOP - EFFECT OF PRESSURE 
APPLIED WITH STETHOSCOPE (APEX) 


Sections of continuous tracing in a 61 year old man who 
had arteriosclerotic heart disease with an old myocardial 
infarction. Ventricular gallop (G) at apex is easily heard 
with very light pressure of the bell of stethoscope (upper 
tracing). With normal pressure (lower strip) the gallop (G) 
was inaudible or barely heard. 


same gallop which is usually easily heard, 
with a sinus tachycardia (e.g., 100 to 120), 
may be poorly heard at a rate of 70 unless 
one mentally “tunes in” to this low-frequency 
sound and uses the above described technic. 
As is true of all things in medicine, we find 
what we look for, and this is particularly 
true of ventricular diastolic gallops. The ma- 
jority are faint rather than loud, and because 
of this are frequently overlooked. They are 
very common in patients in any hospital 
where a significant amount of heart disease 
is present. A deliberate effort to search for 
this type of gallop will be rewarded because 
the ventricular diastolic gallop may be the 
first and only clinical sign of failure. It may 
serve as the first indication for digitalization 
and restriction of sodium. Many cases have 
been seen where this gallop represented the 
first evidence of decompensation and more 
overt signs such as edema, rales, etc. were 
absent. An injection of a mercurial or other 
diuretic has resulted in 6 to 10 pounds of 
weight loss in some of these patients, empha- 
sizing the importance of this auscultatory sign. 
Just as is true in the treatment of a cancer, 
the treatment of cardiac decompensation in 
its early stage will give the best result. The 
importance of paying attention to this sound 
was clearly emphasized a number of years 
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ago after following a large number of pa- 
tients in the older age groups before, during, 
and after various surgical procedures. It be- 
came apparent on examining patients prior 
to surgery that those having a ventricular 
diastolic gallop, even in the absence of other 
signs of cardiac decompensation, represented 
a “key group” which were prone to develop 
pulmonary edema or other evidence of cardiac 
decompensation during or after the surgical 
procedure. By preparing such patients pre- 
operatively with digitalization, salt restriction, 
and appropriate diuretics, they were usually 
able to withstand the operation without any 
difficulty. 


Prognosis of Ventricular Diastolic Gallops 


There is no satisfactory study of the life 
expectancy once a gallop of this type is de- 
tected. Some early estimates indicated a prog- 
nosis of about one year, but this figure is too 
low. Modern therapy has prolonged the life 
of cardiac patients, and in many studies only 
the louder type of gallop was observed. As 
has been previously emphasized, the prognosis 
depends on the type of gallop present. It is 
obvious that a systolic click (or systolic gal- 
lop) and the auricular diastolic gallop, in 
the absence of failure, do not carry the grave 
prognosis associated with the ventricular 
diastolic gallop. In general, it appears that 
the average prognosis after finding such a 
persistent ventricular gallop will be approxi- 
mately 3 to 5 years. There are naturally in- 
dividual variations; some patients die in 
weeks or months later, and still others live 
5 to 10 years longer. 

There are some points worthy of discussion 
concerning the prognosis of ventricular dias- 
tolic gallops. The louder the gallop the poorer 
the prognosis. The prognosis is worse if there 
is persistence of gallop rhythm despite ade- 
quate medical management. For example, it 
is relatively common to hear a ventricular 
diastolic gallop following acute myocardial 
infarction during the early stages. In the 
usual case the gallop may disappear with the 
passage of time (from several days to several 
weeks). However, when it is particularly loud 
and persists after an acute episode, it gen- 
erally is associated with permanent heart 
damage and chronic failure, and thus repre- 
sents the poorer prognosis. Another patient 
may have acute myocardial infarction and a 
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ventricular diastolic gallop coincident with 
the attack, and subsequently be left with no 
evidence of gallop or other signs of heart 
failure. This represents a temporary sign of 
failure with recovery and indicates good myo- 
cardial reserve. The prognosis in such an in- 
dividual would then be related to other as- 
pects of his underlying disease rather than 
congestive heart failure. It appears that per- 
sistent gallops, well heard and associated with 
slight sinus tachycardia, have more evidence 
of permanent serious heart failure, the eleva- 
tion of heart rate being an additional sign 
of a compensatory mechanism for cardiac de- 
compensation. The patient may have a gallop 
rhythm and concomitant extrasystoles. Fol- 
lowing the extrasystoles for a few beats there 
is often accentuation of the intensity of the 
gallop sound. This is known as the post- 
extrasystolic accentuation of a gallop. On the 
other hand, after extrasystoles an occasional 
patient with a normal heart may have a few 
beats with an early diastolic third sound 
which is of no prognostic significance. In 
addition, coincident with and sometimes per- 
sistent for awhile after tachycardia, such as 
auricular tachycardia, a gallop rhythm may 


FIG. 8 


EFFECT OF CAROTID PRESSURE ON DIAST. GALLOP 
A--- AURICULAR GALLOP - STAYS WITH ist. SD. 


3--- VENTRICULAR GALLOP — STAYS WITH 2nd. SD. 


Cow 


Upper tracing: A 45 year old man with acute nephritis. 
Auricular gallop (G) remains in front of the first sound 
(S:) when slowing occurs. Lower tracings: A 33 year old 
man with arteriosclerotic heart disease, previous myocardial 
infarction, and congestive failure. Ventricular gallop (G) 
remains in early diastole after second sound (Se) as rate 1s 
slowed. 
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be heard which disappears shortly after the 
termination of the attack. This likewise is 
usually benign. The faint ventricular dias- 
tolic gallop which has a better prognosis is 
the one that is detected as an early sign of 
failure and disappears after treatment for 
congestive failure. As a rule, such treatment 
needs to be continued. 


Timing of Auricular and Ventricular 
Diastolic Gallops 


When the heart rate is slow or at a normal 
rate this is not difficult. The auricular dias- 
tolic gallop follows the auricular contraction 
in presystole and, therefore, usually just pre- 
cedes the first heart sound. The ventricular 
diastolic gallop (or third heart sound type) 
occurs at the timing of the physiologic third 
heart sound in early diastole and is easily 
identified in the presence of a normal ven- 
tricular rate. However, when the rate becomes 
rapid, differentiation of the auricular from 
the ventricular type may be quite difficult, 
if not impossible, unless slowing occurs. For 
this differentiation stimulation of the carotid 
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sinus has been valuable (Figs. 8 and 9). When 
the heart rate is slowed the auricular gallop 
will be heard in relation to the first heart 
sound in presystole during the slower inter- 
vals. On the other hand a ventricular dias- 
tolic gallop sound will remain in conjunction 
with the second heart sound, occurring shortly 
after it. When carotid sinus pressure causes 
a sudden slowing of the heart rate there may 
be a temporary period of several beats when 
neither the auricular nor ventricular gallop is 
detected, but with the gradual resumption of 
faster heart rate the extra sound can be iden- 
tified in its proper place without difficulty. 
Sometimes a gallop sound does not disappear 
with the slowing, even for a few beats. The 
technic of listening to the heart at the same 
time carotid pressure is employed is not diffi- 
cult. When doing so the stethoscope can be 
placed on the chest wall and left there, or can 
be held by another observer. Pressure is usual- 
ly applied on the right side at the angle of the 
jaw, making sure the carotid artery pulsation 
is felt, but only for several seconds, releasing 
the pressure for 4 to 5 seconds, and then 


FIG. 9 


AURICULAR GALLOP -— €£FFECT OF CAROTID PRESSURE (2 PATIENTS) 


CAROTID PRESSURE | 


Upper strip: Auricular gallop (G) temporarily becomes faint when the rate is slowed with carotid pressure, but remains in 
Presystole before the first sound (S,). With return of the previous rate, the gallop (G) is again well heard. Patient had 
anemia due to blood loss. Lower tracing: A 45 year old woman with hypertension (B.P. 190/110). The faint auricular gal- 
lop (G) remained in presystole but was difficult to hear for several beats coincident with slowing. 
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reapplying it intermittently. Once slowing is 
heard the pressure is stopped and one can 
then pay strict attention to the auscultatory 
events. 


To show the importance and necessity of 
differentiating the auricular from the ven- 
tricular type of diastolic gallop, the following 
case is cited. 

A 44 year old woman was seen for evaluation of a 
sound occurring in diastole. 


Her past history was of importance in that, as a 
young girl, her bedroom was next to that of her 
grandmother who had heart disease and subsequently 
died of it. Apparently her grandmother had a_ pro- 
longed illness characterized by chronic congestive heart 
failure, and this made a very lasting imprint on the 
girl. Four to five years later because of some episode, 
the details of which were not very clear, the diagnosis 
of embolus from the heart going into one of her arms 
was made. No residual effects resulted from this, but 
from that time on she was sure she had heart disease, 
and a cardiac neurosis became firmly entrenched. Al- 
though no specific etiology for the heart disease had 
been established, she consulted a number of physi- 
cians concerning her heart. Approximately 20 years 
later she was relatively incapacitated because of fa- 
tigue, periods of palpitation, weakness and_ sighing 
type of respiration. 

Physical examination was not remarkable except 
for a diastolic gallop rhythm. This ordinarily would 
indicate a poor prognosis. When first examined the 
heart rate was elevated because of a sinus tachycardia, 


FIG. 10 
AURICULAR GALLOP —— ON QUINIDINE 


A 44 year old single woman with cardiac neurosis but no 
heart disease. She had a gallop in diastole which at first 
was difficult to distinguish as between auricular and ven- 
tricular because of sinus tachycardia. On slowing of the 
rate an auricular gallop (G) was heard. She was on quini- 
dine because of palpitation, the P-R was 0.23 sec. (upper 
tracing); after discontinuing quinidine the P-R was 0.20 
sec. Gallop is absent (lower tracing). 
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FIG. 11 


VENTRICULAR DIAST. GALLOP —LUPUS 


Upper tracing: Woman with lupus erythematosis whose first 
clinical manifestation of disease was a ventricular diastolic 
gallop (G). Several years later multiple systems were in- 
volved with typical features of lupus. Lower tracing: Woman, 
age 19, having lupus. Note the gallop sound (G) occurs in 
early diastole nearer second (So) than the first sound (S)). 


and the differentiation between auricular and ven- 
tricular diastolic gallop was not evident. However, 
with pressure on the carotid sinus slowing of the 
ventricular rate occurred, which demonstrated the 
gallop sound was auricular in type. This finding im- 
mediately eliminated the serious prognosis associated 
with a ventricular diastolic gallop. 

The next problem was to explain the auricular 
gallop. She had no hypertension but there was a 
prolongation of the P-R interval to 0.23 seconds. On 
reviewing her history it was found she was taking 
quinidine which had been given in an effort to 
control the sinus tachycardia. On the possibility that 
the P-R interval might be related to the quinidine 
it was discontinued. Following this the P-R_ interval 
shortened to upper normal limits with the disap- 
pearance of the gallop rhythm (Fig. 10). 

Comment. This case illustrates that the 
misinterpretation of a diastolic gallop in such 
a woman with a fixed cardiac neurosis would 
only have served “to add fuel to the fire.” She 
was reassured that no heart disease was pres 
ent. Unfortunately, her cardiac neurosis was so 
firmly entrenched by this time that she will 
probably always retain symptoms referable to 
her heart. 

A ventricular diastolic gallop may indicate 
an unsuspected myocarditis, such as lupus 
(Fig. 11), fibroelastosis, or thyroid heart dis- 
ease; it may alert one’s suspicion in a patient 
with atypical chest pain that myocardial dam- 
age is present at that particular time. 
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A ventricular diastolic gallop is very fre- 
quently associated with pulsus alternans. Vice 
versa, a significant degree of pulsus alternans 
is often associated with a ventricular diastolic 
gallop. Both of these findings generally de- 
note a failing heart and often receive too 
little attention. In similar fashion, alternation 
of heart sounds or alternation of heart mur- 
murs is frequently associated with a ventricu- 
lar diastolic gallop and pulsus alternans. All 
of these signs are generally associated with 
some degree of heart failure. Gallops are often 
palpated, and in some patients a gallop may 
be more easily seen or felt than heard. As 
a rule, however, using the technics previously 
described to “bring out” a faint ventricular 
diastolic gallop, it will be audible if it is 
palpable. 

An old teaching which has been handed 
down is that gallops disappear with auricular 
fibrillation. This is certainly true of the 
auricular type of diastolic gallop, since with 
the onset of auricular fibrillation there is no 


FIG. 12 


VENT. GALLOP — AUR. FIBRILLATION 
{AS.H.D. CONGESTIVE FAILURE ) 


G G 


VENTRICULAR OIAST. GALLOP 
ONGESTIVE FAILURE ~AUR. FIBRILLATION 


Two patients with auricular fibrillation and ventricular 
diastolic gallops. Note ventricular gallop (G) occurs at a 
constant interval from the second sound. With faster beats 
when diastole is shortened, the gallop may be in mid- 
diastole or presystole, thus leading to possible confusion in 
being classified as ‘‘mesodiastolic” or “presystolic’’ gallop. 
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FIG. 13 


SUMMATION GALLOP fT SINUS TACHYCARDIA 
HYPERTENSIVE HT. DISEASE —CONG. FAILURE 


FOLLOWING DAY - SLOWER HT. RATE 
BOTH AURICULAR AND VENTRICULAR GALLOPS 


v ¥ 
6 Si 


A man, 47 years old, having hypertensive heart disease and 
congestive failure. A summation gallop (G), louder than 
either first (S;) or second (Ss) heart sounds, was heard in 
diastole. The ventricular rate was 120. The next day the 
rate was slower (78). The gallops were now separate and 
easily heard as ventricular (VG) and auricular (AG) (lower 
tracing). 


contraction of the auricles to produce the 
auricular gallop sound. On the other hand 
a ventricular diastolic gallop does not dis- 
appear with auricular fibrillation (Fig. 12). 
Because of the irregular heart rate it is much 
more difficult to detect. However, by listen- 
ing specifically to the early portion of diastole 
it will be heard if present. The intensity of 
the gallop varies considerably with auricular 
fibrillation. After some beats it is inaudible 
or very faint, whereas after others it is well 
heard, making the detection of the gallop 
more difficult with auricular fibrillation. 


Combination of gallops. Occasionally one 
hears two sounds in diastole producing not 
a triple rhythm, but a quadruple rhythm. As 
has already been discussed, an auricular gal- 
lop may be heard for a number of years in 
a patient with hypertension but without signs 
or symptoms of heart failure. Once failure 
ensues a ventricular gallop may become evi- 
dent, thus making two gallop sounds in ad- 
dition to the two normal heart sounds (Fig. 
5). Or, an individual having a coronary oc- 
clusion plus first degree heart block may also 
display two gallops, an auricular sound re- 
lated to the prolonged P-R interval and a 
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ventricular diastolic gallop associated with 
myocardial failure. The two normal heart 
sounds and the two gallop sounds result in 
four sounds. This combination has been de- 
scribed as “cogwheel” or “locomotive” sounds. 
To complicate matters further, a benign sys- 
tolic gallop rarely may be present with a dias- 
tolic gallop. 

Summation gallop. In addition, it is pos- 
sible to have both auricular and ventricular 
diastolic gallops occur simultaneously. This 
often results in a very loud diastolic gallop 
(Fig. 13). The third sound may then be even 
louder than either of the two heart sounds. 
When analyzed in the phonocardiogram it 
may be seen that the two extra sounds occur 
at exactly the same time. This is designated 
as a summation gallop. When the heart rate 
slows (normally, or with carotid sinus pres- 
sure) it may be possible to separate the auricu- 
lar from the ventricular gallop, neither one 
of which is as loud as the summation gallop 
made by both of them. 

In classifying gallop rhythm the use of the 
terms protodiastolic, mesodiastolic or pre- 
systolic gallop rhythms, have been purposely 
avoided, because it appears that this termi- 
nology has contributed to confusion. For ex- 
ample, it is perfectly possible, as illustrated 
in figure 12, that three different observers 
listening to the same gallop sound in diastole 
in the same patient might call it a different 
type of diastolic gallop. Depending on the 
length of diastolic pause when the first ob- 
server listens, he might time the diastolic 
sound as protodiastolic. The next observer 
might have concentrated on the sound and 
felt that it was in mid-diastole, and thus 
termed it mesodiastolic. Still the third ob- 
server might decide that the gallop sound was 
closer to the first sound and call it a presystolic 
gallop. Actually, it would be the same gallop 
heard by each. On the other hand, if the 
diastolic gallop were classified as either auricu- 
lar or ventricular, such confusion would not 
exist. If auricular fibrillation is present a 
gallop would necessarily be ventricular in 
type. If rhythm is regular and the rate some- 
what rapid, slowing would probably time it 
as either auricular or ventricular. 


Summary 


The classification and observations repre- 
sent a past decade of careful search in every 
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patient with heart disease for the presence 
or absence of gallop rhythm. Definite clinical 
value as far as diagnosis, treatment, and prog- 
nosis has resulted. 
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Discussion (Abstract) 


Dr. John T. Leckert, New Orleans, La. The con- 
ventional nomenclature! of diastolic gallops utilizes 
the terms protodiastolic and presystolic rather than 
ventricular and atrial. Dr. Harvey has selected a 
terminology which emphasizes the origin of these 
sounds. The protodiastolic or ventricular gallop co- 
incides in time with the third heart sound. It occurs 
early in diastole during the phase of rapid ventricular 
filling. The presystole or atrial gallop occurs just prior 
to the first heart sound, preceding it by at least 0.08 
seconds. It coincides with atrial systole and is thought 
to represent an accentuated atrial sound. 


Kuo and _ associates2.3 have carefully studied the 
etiology of diastolic gallops. With the aid of the 
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electrokymograph? they repeatedly demonstrated a 
wave of rapid lateral movement of the left ventricular 
wall in each of 28 patients with either protodiastolic 
or presystolic gallops. They used a pizoelectric pulse 
wave pickup? with a glycerine capsule end-piece to 
record the apex cardiogram and with this method 
have demonstrated that there is no momentary re- 
traction after the initial outward thrust of the ven- 
tricular wall to support the assumption that the 
gallop is invariably accompanied by a reflux in the 
direction of the atrium. They have shown a 0.14 to 
0.20 second delay in transmission of the venous pulse 
from the right atrium to the jugular vein and this 
invalidates previous studies based on the correlation 
of gallop with jugular pulse. Simultaneous measure- 
ments of the atrial and ventricular pressures show 
that the atrial pressure is invariably higher than 
the ventricular at the time of the occurrence of the 
gallop. It seems unlikely that the A-V valves would 
close and vibrate under these circumstances. They 
thus conclude that diastolic gallop sounds result from 
vibration of the ventricular wall at the time of rapid 
filling. 

In contrast Dock and associates feel that the third 
heart sound and protodiastolic gallop originate when 
the atrioventricular valves are forcibly tensed by a 
reflected wave. By roentgen studies of the left heart 
border they have shown that the ventricular expan- 
sion is completed at about the time the gallop occurs. 
Ballistocardiograms demonstrate a headward or right- 
ward thrust of the body coincident with gallop sounds 
and the very loudest third heart sounds. The direction 
of this wave indicates that the force causing the sound 
is not acting from atrium toward the ventricle as 
would be the case if it was due to tensing of the 
ventricular walls. Because the valves are drawn taut 
when the reflux begins and are structures easily set 
into audible vibration, while the flabby ventricular 
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wall is not suitable for emitting sounds, it is con- 
cluded that the gallop and third heart sound originate 
from the forcible tensing of these valves by a re- 
flected wave. 


Dunn and Dickerson have shown the disappearance 
of a diastolic sound in a case of calcific pericarditis 
after surgery and feel that their data suggest that 
the third heart sound is produced by the pericardium 
acting as a limiting factor in diastolic filling. It would 
seem, however, that it would be unwise to reason 
from a case of constrictive pericarditis because as 
has been emphasized by McKusick and A. M. Harvey® 
the adventitious sound in this disease is distinct from 
the third heart sound gallop because of its occurrence 
earlier in diastole, that is closer to the second sound. 
This is also true of the opening snap7 of the mitral 
valve in mitral stenosis. It occurs earlier in diastole 
than the third heart sound and is of higher fre- 
quency. 

Dr. Harvey, in his presentation, has greatly en- 
hanced our knowledge of the differentiation and sig- 
nificance of gallop rhythm. By following his methods 
we should be able to use these sounds when present 
in the more accurate diagnosis and resulting treat- 
ment of heart disease. It would seem that his exten- 
sion of the life expectancy of ventricular gallop to 
3 to 5 years results from earlier diagnosis and better 
treatment. 
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Lumbosacral Fusion: Results of a Simple 


Postoperative Regimen in 95 Cases * 


HARRY D. MORRIS, M.D., and TRUMAN KERR, M.D..t 


New Orleans, La. 


The authors have demonstrated to their own satisfaction that a period of bedrest followed by the 
use of a brace or corset after operations for spinal fusion give results equal to those 
obtained by prolonged periods of postoperative care in the hospital. 


SINCE THE INTRODUCTION of spinal fusion op- 
erations by Hibbs! and Albee? in 1911, ortho- 
pedic surgeons have attempted to improve 
the technic in an effort to make the lumbo- 
sacral region more stable during the time 
required for postoperative fusion to take 
place. Such devices as screws or bone pegs 
through the facets, metal plates and screws 
attached to the spinous processes, and varia- 
tion in shape and placement of accessory 
bone used for grafting have been used. In 
addition, various kinds of postoperative care 
have been advocated in an attempt to reduce 
the incidence of pseudarthrosis. These include 
prolonged bedrest, use of plaster jackets, plas- 
ter beds, plaster spicas extending to the knee, 
and various types of braces and corsets for use 
after the patient has become ambulatory. We 
have used a simple postoperative regimen 
in these patients which apparently has been 
satisfactory. Because of the conflicting reports 
regarding the influence of the type of post- 
operative care and fixation on the occur- 
rence of pseudarthrosis, we thought it desir- 
able to review our cases critically in an at- 
tempt to assess the results of our method of 
treatment from the standpoint of obtaining 
a solid arthrodesis. 

Since it is impractical, and often impos- 
sible to re-explore every lumbosacral fusion to 
determine the presence or absence of pseudar- 
throsis, the next most reliable method, and 
the one currently in use throughout the coun- 
try, is to make several roentgenograms of the 
lumbosacral region with the patient in ex- 
treme flexion, in extension, and antero- 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fifty-Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 

+From the Department of Orthopedic Surgery, Ochsner 
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posterior views with the patient in right and 
left side bending positions. These two views 
are superimposed, and if no motion can be 
demonstrated over the fused area in either 
the lateral or anteroposterior view, it is as- 
sumed that solid arthrodesis has occurred. 
We are certain that the use of this criterion 
entails some error, but the incidence is low 
and it is the only known practical criterion 


(Fig. 1). 
Pertinent Reports 


Several reports of series of cases of lumbo- 
sacral fusion in which this criterion was used 
are worthy of consideration here. Bosworth 
and associates* reported 75 cases of spondylo- 
listhesis treated by spinal fusion with use of 
au H-graft from the ilium; the average period 
of postoperative observation was four years. 
The fusion extended from the fourth lumbar 
vertebra to the sacrum in 66 cases, from the 
third lumbar vertebra to the sacrum in 6 
cases, from the third lumbar to the fifth 
lumbar vertebra in 2 cases, and from the 
second lumbar to the fourth lumbar in one 
case. Postoperative care consisted of complete 
bedrest without external immobilization for 
a period of 17 days followed by ambulation 
with use of a Knight brace or lumbosacral 
belt. This external support was discarded 
after being worn for an average postopera- 
tive period of 9 months. Solid fusion was 
obtained in 62 patients or 859%, and pseudar- 
throsis resulted in 11, or 15 per cent. Harris* 
expressed the opinion, based on surgical treat- 
ment of more than 200 patients with spondylo- 
listhesis, that a minimum period of recum- 
bency for 4 months and use of a brace for at 
least one year are necessary for fusion to be- 
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FIG. 1 


Superimposed flexion-extension and lateral bending views of postoperative lumbar spine fusion. These demonstrate stability 
in L-4, L-5 and sacrum. 


come sufficiently solid to resist average 
stresses. 

In 1955 Moore® reported results in 100 
cases of lumbosacral fusion, most of which 
were accomplished by multiprop graft technic 
after removal of intervertebral disks or be- 
cause of a diagnosis of unstable lumbosacral 
junction. Routine postoperative care con- 
sisted of application of a flexion type plaster 
body jacket extending down one leg to the 
knee, the patient remaining in bed in this 
plaster jacket, for an average period of 3 
months followed by ambulation with use of 
a “chairback” lumbosacral spine brace until 
fusion was complete as indicated in roent- 
genograms. There were 10 cases of pseudar- 
throsis (10%). 

Probably the lowest percentage of pseudar- 
throsis after spinal fusion was reported by 
Overton. In his series of 83 lumbosacral 


TABLE 1 
INDICATIONS FOR SPINAL FUSION IN 95 CASES 


Indication No. of Cases Per Cent 
Spondylolisthesis 47 49 
Removal of herniated nucleus pulposus 21 22 
Unstable lumbosacral junction 11 12 
Miscellaneous congenital anomalies and 
lumbosacral arthritis 16 18 
Total 95 


fusions, pseudarthrosis occurred in 4.8 per 
cent. Most of the fusions were performed 
for degenerative disease of intervertebral 
disks, or degenerative disease associated with 
facet anomalies. Postoperative care consisted 
of rest on a firm bed without external sup- 
port for 7 to 10 days, followed by wearing 
of a well-fitting, low back brace or corset 
for a minimal period of 6 months. 
Hammond, Wise and Haggart’ reported 
their results in 60 patients who had had 
lumbosacral fusion for spondylolisthesis. The 
incidence of pseudarthrosis, as determined by 
byplane bending films, was 60 per cent. How- 
ever, in the patients who were recumbent 
from 60 to 90 days after fusion, the inci- 
dence of pseudarthrosis was only 33%, where- 
as in those who remained in bed postop- 
eratively for only 21 to 30 days, it was 68 


TABLE 2 
OPERATIVE TECHNIC IN 95 CASES OF LUMBOSACRAL 
FUSI 


Technic Number of Cases 
Clothespin graft from tibia 35 
McKenzie-Forbes modification of Hibbs’ technic 34 


H-graft from ilium (Bosworth method) 9 
Modification of Hibbs’ technic 9 
Metal H-prop 6 
Chandler type arthrodesis 2 


Total 95 
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Cortical ““H" graft from tibia removed at secondary opera- 
tion after failure to unite. Cancellous grafts from ilium 
are now used in this technic. 


per cent. Hammond and associates concluded 
that a short period of recumbency definitely 
contributed to the high incidence of pseudar- 
throsis in their patients. They therefore 
recommended use of a bilateral spica cast to 
the knees for 3 months after operation and 
avoidance of early ambulation. 


Present Study 
The present study includes all patients 
who had lumbosacral fusion for traumatic, 
static or congenital lesions at the Ochsner 
Clinic during the period from January 1942 


MAY 1959 


through April 1956. All were private patients; 
some were compensation cases. The indica- 
tions for fusion are shown in table 1. Cases 
of lumbosacral fusion done for infectious 
lesions, tuberculosis or scoliosis were excluded 
from this study. 

Of the 107 patients having lumbosacral 
fusion during this period, postoperative ob- 
servation in 95 was considered adequate. All 
95 patients were examined personally by one 
of us, and biplane bending films were secured 
in all to determine the stability of the 
arthrodesed area. In none of the patients was 
the period of follow-up less than 2 years, the 
average period being approximately 6 years. 

The operations were performed by seven 
staff orthopedists. The methods of spinal fu- 
sion employed are shown in table 2. In all 
of our patients, autogenous bone was used to 
supplement the arthrodesis. In the early cases 
in the series, an H-graft from the tibia was 
used extensively, but this was abandoned after 
fracture of the tibia at the site of the graft 
occurred in several patients. In several pa- 
tients the hard cortical graft failed to fuse 
at the cephalic or caudal end of placement, 
and in the later cases in the series in which 
an H-graft was used, the graft was cut from 
the ilium. When iliac bone was used supple- 
mentally, it was secured by extending the 
caudal end of the incision toward the respec- 
tive posterior iliac spine, and supplementary 
bone was obtained through the same incision 
since the fus‘on was performed by merely 
retracting the skin. In no instance was bank 
bone or homologous bone used. 

The postoperative treatment consisted of 
complete rest on a firm bed for 3 weeks fol- 
lowed by ambulation, the male patients wear- 
ing a Knight lumbosacral brace and the fe- 
male patients a reinforced lumbosacral cor- 
set. The support was worn for an average 


TABLE 3 


RESULTS—95 FUSIONS 


Number of Cases Results i 
Diagnosis Total Fusion Pseudarthrosis 
Spondylolisthesis 47 89—83 % 8—17% 
Herniated nucleus 
pulposus 21 20—95.2% 1—4.8% 
Unstable lumbosacral 
junction 11 9—81.8% 2—18.2% 


Miscellaneous—Congen- 
ital anomalies and 


lumbosacral arthritis 16 13—81.2% 3—18.8% 
Total 95 81—-85 % 14—15% 
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FIG. 3 


postoperative period of 7 months; it was dis- 
carded upon demonstration of solid arthrode- 
sis with biplane bending films. Some patients 
with pseudarthrosis were able to discard their 
supports because symptoms were relieved in 
spite of lack of roentgenographic demonstra- 
tion of satisfactory fusion. 

It is well known that the longer the area 
of fusion, the greater the incidence of pseudar- 
throsis. This, however, was not taken into 
consideration in evaluation of our results. 
The fusion area in the original 107 cases in- 


FIG. 4 


Reinforced corset fitted 3 weeks postoperatively for female patients; solid back, side lace garment is routinely used. 
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Knight lumbosacral brace used as postoperative ambulation support for male patients; brace fitted $3 weeks postoperatively. 


cluded: second lumbar vertebra to the sac- 
rum, one; third lumbar to the sacrum, 15; 
fourth lumbar to the sacrum, 88; fifth lum- 
bar to the sacrum, three. Thus, the area of 
fusion in most of them was from the fourth 
lumbar to the sacrum, inclusive. 

Of the 95 patients with adequate follow- 
up data solid arthrodesis as demonstrated in 
biplane bending films was obtained in 81 
patients (85 per cent), and in 14 patients (15 
per cent) pseudarthrosis resulted. Of the 47 
patients operated upon for spondylolisthesis, 
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pseudarthrosis occurred in about 17 per cent, 
an incidence slightly higher than that re- 
ported by Bosworth and co-authors, but con- 
siderably less than that reported by Ham- 
mond and associates (Table 3). 


Summary and Conclusions 


Of 95 cases of lumbosacral fusion, per- 
formed during a period of 14 years by mem- 
bers of the Orthopedic Department of the 
Ochsner Clinic, with an average postopera- 
tive follow-up period of 7 years, successful 
fusion was obtained in 85 per cent. Only 
operations performed for noninfectious le- 
sions were included in this study. The cri- 
terion for determining the results of fusion 
was demonstration of arthrodesis in biplane 
bending films. The postoperative regimen 
consisted of bedrest for 21 days followed by 
wearing of a corset or brace for an average 
period of 7 months. 


Our results compare favorably with those 
reported in other series in the United States. 
Since these results were obtained with use 
of a simple postoperative regimen, we do not 
believe that prolonged bedrest after fusion, 
or application of plaster spicas or jackets 
postoperatively would noticeably improve the 
results. Until it can be shown that some other 
type of postoperative care produces superior 
technical results, we will continue to use this 
relatively simple method of postoperative 
care, which minimizes the period of hospitali- 
zation, provides maximum comfort and free- 
dom of activity within the confines of the 
support, and reduces home care to a mini- 
mum. 
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Discussion (Abstract) 


Dr. Richard M. Logue, Little Rock, Ark. Not hav- 
ing the patient resources available to the authors, I 
cannot cite the number of cases and the most ade- 
quate follow-up studies as reported in this paper, but 
our conclusion is essentially that of the essayists,— 
namely, that elaborate and forced postoperative im- 
mobilization is not necessary in fusions of the lumbar 
spine. 

We have been impressed that a destruction and 
fusion of the facets of the involved vertebrae adds to 
the effectiveness of fusions in this area, as has been 
advocated by Drs. Margo, McBride and others. I feel 
that x-ray evidence of fusion is more sure when these 
joints are included. 

I wonder, as do the authors, if the biplane film 
examination gives a valid enough evaluation of the 
results of lumbosacral fusion. I believe their incidences 
of pseudarthrosis are no greater than that of the 
quoted authors. Of Bosworth’s cases, after re-fusion, 
3 of the remaining 7 were asymptomatic and only 
2 of the 4 still complaining of pain, could not work. 
Judged on symptoms therefore, the results of fusion 
normally are better than the results reflected by the 
x-ray films. It is, of course, impractical to re-explore 
every fusion to determine whether it is solid, but I 
do think that clinical symptoms should be considered 
along with x-ray examinations. 


It may interest this group to see a device which 
has been used to some extent in the Middle West. 
It was devised by Dr. Fred Knowles of Iowa. Its use 
has been advocated, without laminectomy, in the 
treatmen: of disk protrusion and other lesions. I have 
used it occasionally following disk surgery. It is placed 
between the posterior spinous processes with the pa- 
tient in forced flexion. It is of some interest to note 
that Dr. Knowles’ interpretation of its usefulness is 
that it causes a stress on the facet joints and thereby 
causes a fusion of these joints. Two cases in which it 
has been used are shown. 

I would like to ask Dr. Morris if facet fusions were 
done and if all patients in whom pseudarthrosis de- 
veloped, complained of pain. 

I wish to thank the essayists for a concise, thorough 
and an instructive presentation. 
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The Psychiatric Emergency* 


JESS V. COHN, M.D..,t Ft. Lauderdale, Fla. 


THE PURPOSE OF THIS PRESENTATION is to re- 
mobilize our thinking regarding acute psychi- 
atric situations. Its preparation is stimulated 
in part by an observation of these precipitous 
inter-personal emergencies and their manage- 
ment both intramurally and extramurally, in 
part by the growing awareness of the general 
public regarding matters of mental health 
and mental illness, and in part by the learn- 
ing needs of those practitioners of the healing 
art who are not psychiatrists and in whose 
educational behalf we have an ancillary re- 
sponsibility. 

In a word, the acute psychiatric situation 
is a manifestation of sudden decompensation 
of homeostasis, or of an impending actual 
summation of dynamic factors in an other- 
wise nonemergency psychiatric condition 
leading to such a decompensation of homeo- 
stasis. It is becoming a commonplace in our 
understandings that the original concept of 
homeostasis, applicable to the tangible physio- 
logic, biochemical and morphologic mainte- 
nance of animal balance, is also applicable 
to those aspects of the human being that em- 
brace the intangible psychodynamic activities 
in the totality of a biologic unit as well. 


We may invoke scientific license here, as 
we have elsewhere, and borrow from physics 
with reference to the concept of the totality 
and constancy of energy, not only intra-per- 
sonally, but inter-personally and inter-group 
—and postulate a formulation of communal 
behavior that is recognized as a global rather 
than an individual homeostasis. The acute 
psychiatric situation, or the psychiatric emer- 
gency, is the manifestation of an imbalance 
in either the individual or the global homeo- 
stasis, the recognition and righting of which 
are professionally obligatory. Whether we re- 
gard a personality decompensation as intra- 
psychic or extrapsychic (assuming such a 
cleavage in perspective is possible and, if pos- 
sible, justified) we are confronted with the 


*Read before the Section on Neurol and Psychiatry, 
Southern Medical Association, Fifty-Second Annual touden, 
New Orleans, La., November 3-6, 1958. 
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realism that no man is an island unto him- 
self; that inter-personal and inter-group situa- 
tions are real, and are the products of inter- 
personal and’ inter-group relationships, both 
positive and negative. 

We may define inter-personal relationships 
in simplest terms as being a set of anxieties 
and defenses against them, on the part of 
one person, in impact with a set of anxieties 
and defenses against them, on the part of an- 
other person. The same equation may be 
considered to obtain in a person-group and 
in a group-group relationship. Adjustment is 
satisfactory and comfortable as long as mu- 
tual needs are met in the blending of plural 
sets of dynamic activities. 


By way of further prefacing remarks, we 
may remind ourselves that causation of ill- 
ness in the psychiatric branch of Medicine 
is as triple-faceted as it is in any other branch 
of Medicine, consisting of predisposing, ex- 
citing, and specific contributing causes. To 
point up the parallel, clinical tuberculosis is 
not caused alone by the tubercle bacillus, but 
specifically by the tubercle bacillus as the 
microorganism gains its own development in 
a host who has suffered a precipitating or 
exciting preparation for the infection by way 
of an acute lowering of resistance to inva- 
sion, and most commonly occurring in that 
person whose predisposition is inviting to the 
eventual battle in the survival of the fittest 
(or fitter). In psychiatric variation of this 
cause-and-effect relationship, we conceive of 
the predisposing cause as being the hereditary 
and constitutional, the protoplasmic, physical 
and functional, and chemical and intellectual 
endowments that represent potential for fu- 
ture developments; the exciting cause as those 
strains that result from either external and 
overwhelming stresses or internal conflicts 
and anxieties; and the specific cause as those 
meaningful past experiences that cumulative- 
ly are regarded as psychologic conditioning 
influences—with symptoms of illness being 
defenses in a psychiatric sense just as they 
are in a general medical and in a broad bio- 
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logic sense, individually and communally. It 
is only on the basis of the acceptance of this 
stratification of cause-and-effect relationship 
as a working hypothesis in understanding in- 
dividual and inter-personal and inter-group 
activities, that we are able to appreciate the 
variations in human actions and reactions, in 
human syndrome-developments, in human 
management or mismanagement of both 
realistic and unrealistic confrontations, in the 
patient-nonpatient relationships, in the pa- 
tient-physician relationships, and in the ef- 
fective introduction or reintroduction of com- 
fort in living. 

In thinking of the acute psychiatric situa- 
tion, or the psychiatric emergency, it becomes 
evident at once that a full understanding of 
intrapsychic forces and the dynamics of inter- 
personal psychologic flow are requisite, to- 
gether with an understanding and _thera- 
peutically meaningful appreciation of the 
pluralism in illness-production as a closely 
related knitting of components in a broad 
matrix, and finally, together with a practical 
application of the knowledge that we have 
gained regarding homeostasis and its decom- 
pensating mechanisms. 

Fortified with such a broad-based compre- 
hension of the totality of organization of 
individual man and of man circulating in 
the milieu of man that represents his then 
world, be that world sharply (and even au- 
tistically) circumscribed, or widely (and ? 
compulsively) expanded—strengthened thus, 
we can identify the emergency state on sight 
and /or scientifically determine the factors in 
its imminence, and/or objectively prognosti- 
cate its development in the event that inter- 
ruption of that direction is not effected. It 
is at the time of such an occurrence that such 
a phenomenon as the failure of repression 
manifests itself with dramatic display, that, 
for example, hostilities that had been ade- 
quately managed through the device of re- 
pression and that had thus been a controlled 
energy in the total personality homeostasis, 
bursts into awareness or pre-awareness, or 
para-awareness as a danger threatening the 
continued living of the patient or others or 
both. The acuteness of such a _ presenting 
situation is determined by the intensity and 
duration of anxiety releases, and the dynamic 
equation between otherwise repressed energy 
and the strength or weakness of the repress- 
ing forces. 
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It is an axiomatic medical consideration 
that any emergency state brings into focus 
the need for protection of the patient and 
of the patient’s community of people, be the 
emergency physically or psychically trau- 
matic, or both. Parenthetically, and as much 
for subjective reasons on their part as for 
teaching method, medical students (in the 
experience of the author) find the considera- 
tion of psychiatric emergency states somewhat 
foreign to their acclimatization to emergency 
states in other areas of undergraduate medical 
learning. In psychiatric activities, as much 
insight and foresight are necessary as obtain 
with reference to other medical activities, 
with particular protection of the patient from 
suicide, from homicide, and from partial or 
slow annihilation; it is commonplace that 
every range of protection is used for that 
purpose, from the simple regressive permis- 
siveness under the aegis of acceptable au- 
thority (the attending physician) either at 
home or in the general hospital, to the in- 
dicated advisability of isolation from threats 
and of seclusion in the form of a hospitali- 
zation characterized by locked doors, together 
with other physical characteristics of the then 
new environment, and the institution of a 
therapeutically-geared, new, social organiza- 
tion or world. 

The psychiatric emergency is a situation 
that occurs everywhere, in nonpsychiatric 
areas of human congress, in the compass of 
private psychiatric practice, in clinic settings, 
and in both psychiatric and nonpsychiatric 
hospitals. While it is true that the fundamen- 
tal dynamics contained in the motivations 
and movements known as the psychologic laws 
of human beings are understandable as uni- 
versally operating forces, the characteristics 
of their presentations in acute situations, 
and their management, are determined by 
the particular needs of both patient and 
therapist. In this connection, we must assume 
that the needs of the therapist are external to 
those of the situation, and thus he is thera- 
peutically objective to the stress-strain phe- 
nomenon. The needs of the patient, unmet by 
a realistic adaptation of emotional energy to 
acceptable social expectations and comfott- 
able approval, burst into identification as an 
acute psychotic episode of varying degree of 
emergency importance, irrespective as such a 
burst may occur in childhood, at puberty, in 
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adolescence, at the “prime,” in the emotion- 
ally stressful menopause, during later re- 
constriction of family, and in senescence. 

The patient-physician relationship, always 
a delicate equation as symbolic significances 
blend with real-person awareness, becomes a 
consideration of immediate moment, and 
often of on-the-spot interpretive immediacy, 
in the emergency state . . . with an eye that 
is as open in its evaluation of the therapist’s 
occupational hazard as in its evaluation of 
the situation and its management in behalf 
of the patient. Too, this bivalent considera- 
tion is more acutely pointed up in extramural 
than in intramural emergencies, particularly 
because the physical property and ancillary 
personnel factors in assisting in control are 
extramurally absent. Yet irrespective of the 
locale of occurrence of the acute situation, 
and irrespective of the patient’s decade of 
life, the situation itself is a test of (and a 
tax on) the ego strength of the therapist in 
all its modalities; and not only the speed, but 
the conclusiveness of determination and the 
follow-through of constructive individual and 
social action, depend on the combination of 
intellectual acuity and emotional comfort in 
the confrontation of a realistic situation that 
is itself unrealistically and anachronistically 
determined. 


Nor is the patient-physician relationship 
alone to be considered in the emergency state, 
with its management variables in intramural 
and extramural practice, and with the excep- 
tion of those finely isolated instances of the 
management of a threatening emergency di- 
rectly with the patient in psychoanalysis, then 
hospitalized or not. It is here that relatives 
and friends and civil authorities broaden the 
concept of patient-physician relationship from 
a person-to-person equation, to a dependency 
group-person equation . . . with identifica- 
tions, hostilities, loves, positive feelings, nega- 
tive feelings, immobilizations, rationalizations, 
protections against guilt, etc., adulterating 
an otherwise clear and positive judgment, and 
involving the therapist in the multiple per- 
formance of attempting to manage the pa- 
tient’s anxieties and decompensations of de- 
fenses and at the same time the anxieties and 
failures of repressions and blockings released 
in the people surrounding the patient. The 
therapist is alert to these plural activities 
and, by virtue of his recognizing the exploit- 
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ing behavior on the part of the extra-patient 
personnel, is in position to broaden the scope 
of his therapeutic relationship, and exercise 
that provision of firm kindness or kind firm- 
ness that represents the first requisite in the 
effective management of the immature, the 
sick, the unrealistic. As a matter of fact, the 
verbal articulations and the behavioral exer- 
cises of the social constellation surrounding 
the patient are representative of their method 
of soliciting expressions of an unfailing 
strength in the therapist in the management 
of the total situation. It must be remarked 
that one of the facets of the strength to which 
reference is made deals with the recognition 
of the limits of individual capacity on the 
part of the therapist, and thus the comfort- 
able freedom with which he solicits the assist- 
ance of ancillary therapeutic personnel—such 
as clergy, bar, and other types. The place of 
each in the continuing management of rela- 
tives, friends, and others is reasonably well 
defined, and the efficiency of this lateraliza- 
tion of effort is an index of the administrative 
breadth of the therapist, considered to be a 
requisite in the management of the emergency 
state. Again as a matter of fact, not only is 
the administrative aspect of management di- 
rected toward the ancillary therapeutic ges- 
tures, but in the conduct of the group man- 
agement of relatives, friends, and others, 
where a modified group-therapy process is 
automatically formed and group-therapy prin- 
ciples invoked. 

All aspects of the emergency state and its 
comprehensive management are inseparably 
integrated with all other aspects. Not the 
least of these is the legal. The patient con- 
cerned must be considered to be mentally 
incompetent, notwithstanding the then lack 
of official adjudication to that effect, and 
his judgment in matters of management and 
disposition must be considered only as it melts 
into the configuration of his complete syn- 
drome rather than pose considerations of 
realistic value. Upon the evaluation of the 
situation, firm recommendations to the others 
concerned could include the need to pursue 
a course initiated by hospitalization. As we 
all know, continuously increasing efforts are 
being made to broaden the philosophy on 
which the structure and function of the gen- 
eral hospital is based, so that a section for 
psychiatry will be as much an integral part 
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of the general hospital as any other depart- 
ment. Also encouraging is the growing recog- 
nition, on the part of the executive and legis- 
lative branches of the individual States, of 
the humanitarian (if no other) need to modify 
and to create some of the procedures that 
organized psychiatry has advocated and no 
doubt will continue to advocate well in ad- 
vance of political effectiveness. At least, the 
processes are moving, and the indications are 
favorable. In the meantime, a plastic inter- 
pretation of existing law will be regarded as 
that middle-of-the-road course between disre- 
gard for the rules of management and dispo- 
sition, on the one hand, and rigid reliance 
on authorizations, on the other hand. This, 
of course, is but a reflection of the plastic 
judgment of the therapist as the totality of 
the situation is collected, evaluated, and di- 
rected. 


The occurrence of the emergency state in 
the case of a patient in residence in a mental 
(State) hospital is a commonly encountered 
situation. Acting out the inner impulses 
(anachronistic phenomenon) with acute ex- 
pression, regardless of intellectually incrusted 
rationalizations, frequently presents an intense 
urgency of therapeutic action. Whether moved 
by impulsivity or by ripening contemplation, 
the threatened or impending suicide or quasi- 
suicide, homicide or quasi-homicide, requires 
a sharp professional acuity in the perception 
and apperception of the signs, and in the 
maintenance of an open and effective com- 
munication of intelligence and sentiment 
toward the development of an extension of 
the therapist’s arm into the wards for the 
“remaining twenty-three hours of the day.” 
It is altogether understandable that, notwith- 
standing such an educational diffusion into 
ancillary hospital personnel (both clinical 
and nonclinical), and notwithstanding the 
security and protection and flexibly-limited 
permissiveness in authorized regression that 
the mental hospital represents today, an ac- 
celeration is occurring in the revolutionary 
philosophies with references to the very struc- 
ture of the hospital—so that scientifically ob- 
jective (rather than subjective intuitive, or 
even iatrogenic) understandings of human ac- 
tions, reactions, and interactions might pro- 
duce that natural confluence of patient-need, 
therapeutic indication, and structure, that 
makes for optimal functionability of the hos- 


pital. Here also, in the meantime, the com. 
bined wholesome strength of the hospital ad- 
ministrator and his clinical director deter- 
mines the over-all climate in which both the 
patient and employee population relate 
among them; and acute situations, if not re. 
duced in frequency or intensity, at least man- 
aged as a potential that requires intelligent 
vigilance. Alert to the many characterizations 
of the various emergency states that occur 
intramurally in the artificial society of pa- 
tients-in-residence, the administrator and all 
his assistants in the administrative aspects 
of individual and group therapy are in a 
productively advantageous position to evalu- 
ate and to channel the energies contained in 
the medical, social, legal, and other aspects 
of the emergency there. From the perspective 
of the actual intramural emergency itself, and 
until such time as future physical and fune- 
tional hospital facilities permit improved 
management of either the imminent or pre- 
cipitated situation (with the present regarded 
as a transitional or impure developmental be- 
tweenness, the methods of control are com- 
monly known to all of us as they obtain 
today. 


The emergency state involving the private 
practitioner of psychiatry in ordinary extra- 
mural professional pursuit is usually charac- 
terized by psychomotor hyperactivity with or 
without overt aggression, or by that pathologic 
retardation that is equated with psychotic 
depressive reaction. Included in the group- 
ings are many clinical syndromes, some of 
which are the following: acute psychotic 
bursts of excitement structured in the frame- 
work of the schizophrenias, in the impulsivity 
of the aggressive psychopath, in the epileptic 
postictal and psychomotor equivalent states, 
in the stress-strain equation of the mental 
defective, in the destructive manic; acute psy- 
chotic precipitations into depressions, panic 
states, stupors; amnesia and delirium; the 
so-called major hysterias or borderline psy- 
chotic states; and, finally, the acute behavior 
disorders that occur in the course of intoxi- 
cations (both endogenous and exogenous), 
in the course of organic processes (degenera- 
tive, vascular, neoplastic, infections and trau- 
matic), and in the accompaniment of demon- 
strable somatic disease processes that are 
threatening to life (coronary occlusions, 
known malignancies, etc.). Parenthetically, 
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the nonpsychiatric psychopath (criminal or 
other) is not included in the professional 
scope of the psychiatrist in extra-walled- 
institution practice. Exemplary of psychiatric 
emergencies in ordinary social organizations 
of people are the following. 


Case 1. A. B. is a woman in her early sixties, in 
whose behalf one of two daughters asked me to visit 
her at home because of peculiar behavior characterized 
by withdrawal, who blamed the family for events that 
occurred long ago, and wrote peculiar letters to a 
son residing many miles away. The patient was visited 
by both daughters and me (I had always been re- 
garded by the patient during some 16 years hereto- 
fore as a friend) and was hardly recognized by the 
patient, who was observed to be unkempt, wide- 
eyed, and shaking with a fine tremor. We were all 
ordered out of the house by her inflexible command, 
with increasing agitation and with loudly enunciated 
declarations of insight into the conspiracy. It was 
instantly evident that a panic state had quickly de- 
veloped, and that the ordinary defenses against her 
anxieties had collapsed, leaving her unattached and 
ego-weakened as a vulnerable object of her own inner 
threats and fears . . . with a literally crazy, or wild, 
and at the same time unsuccessful grasping at con- 
trolling devices. Upon our departure, the daughters 
were informed that an acute medical situation was 
observed, that a psychiatric emergency in fact existed, 
with the need to guard against harm to the self and 
others, particularly “grand” suicide as an impending 
eventuality, and that the patient must be removed 
immediately to the protective environment of an ap- 
propriate hospital, recognizing that treatment actually 
begins with the approach to such a move. To that 
end, the relatives, as well as the patient particularly, 
irrespective of attempts on their part to the contrary, 
must be brought into the focus that reality is never 
to be falsified for the sake of apparently immediate 
gains. 

Toward this end, the relatives, fortified with the 
strength of the consultant in the indicated pursuit 
of administrative technicalities, forced the issue with 
absorbed conviction, and hospitalized the patient in 
the recommended hospital as a first therapeutic over- 
ture. 


Case 2. C. D. was interviewed in his home at 
night upon the solicitation of his childless wife, and 
was discovered to be a man in his upper forties, sit- 
ting immobile and penetratingly staring through the 
consultant. The ostensible intensity of his anxiety, in 
facial expression, in muscular tenseness, in respiratory 
pattern, etc., collectively equated with frozen panic, 
and augured the possible onset of a catatonic excite- 
ment or prolongation into malignant stupor. With 
the greeting one-sided, the proffered cigar ignored, 
and the silence uninterrupted as patient and con- 
sultant sat together, the otherwise continuous im- 
mobility punctuated by occasional startled reactions 
on the passing of intercurrent noises, the patient 
gradually relaxed (after some 15 minutes) and asked 
if the doctor was “one of them.” This was followed 
by the exposition of a complicated paranoid matrix, 
with evidences of depression as a further character- 
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izing feature. The patient and his wife were together 
confronted with the denial and annihilation aspects 
of this acute development in the course of a schizo- 
phrenic illness, and with the therapeutic urgency of 
the moment. The patient relaxed more at the prospect 
of protection (mixed with the acceptance of the pro- 
posal as meaning acknowledged guilt and need for 
punishment, and vehicle of deserved annihilation). 
All hospital beds in the area were occupied, and the 
patient spent his first night in the county prison, 
thence to the hospital. 


Case 3. E. F. was a mother in her upper fifties, 
who had been in the care of a general practitioner 
for “menopause.” The attending physician was not 
consultant-minded, and in particular felt that psychi- 
atry was not a branch of Medicine. The husband 
was severely compulsive himself, later discovered to 
be very unstable with death-wish anxieties and guilts, 
and understandably blindly logic-tight. The sister of 
the husband demanded his attentions and succeeded 
in splitting his loyalties between his reality associa- 
tions and his symbolic figures. A neighbor eventually 
engineered their coming as a group into my office, 
after considerable clearing of the administrative at- 
mosphere with the attending physician. The patient 
was clearly then in a typical, textbook agitated de- 
pression, with outstanding distortions of real values, 
and presenting the need to receive instant care, not 
only because of the severity of the psychotic process 
as such, but especially because of the fragmentation 
of her up to then verbalized defense against suicide 
and homicide (which itself should have been re- 
spected as a danger signal); the fears that she had 
articulately expressed heretofore with reference to the 
killing of her whole family were manifested at the 
time of our consultation rather in her other de- 
veloped, malignant symptoms. It was with consider- 
able fortitude and pressure that the patient was 
brought at once into an altogether safe area, phy- 
sically and climatically. As usual with the pure or 
reasonably pure affective disorders or pathologic af- 
fective excursions, she recovered from the acute at- 
tack, and later became amenable to meaningful psy- 
chotherapy. 


Case 4. G. H. was a 17 year old, two-hundred 
pound lad, in whose behalf the new general practi- 
tioner who attended the family in their new home 
and living area, summoned a consultant. Several 
neighbors were standing in front of the house in 
ostensible apprehension of developments, relatives came 
bursting out of the house to welcome the consultant 
and express their agitation, and the patient’s voice 
was heard only as loud sounds rather than under- 
standable verbal communication. It was evident that 
he was using his voluntary muscles as well as his 
vocal chords as a means of communicating his needs. 
He was rather easily placated, and discovered to be 
a mental defective in acute excitement colored by 
catatonic-like expressions. Although later classified as 
propfschizophrenic, at the moment he was brought 
into comfortable relationships in his own bedroom, 
with round-the-clock nursing assistance. The threat 
to self and others in his psychotic demonstrations 
was contained in the beating of his own head with 
apparent painlessness, and the chance landing of trau- 
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matizing objects on vulnerable parts of others, as well 
as the wrecking of the house and its contents in the 
wild atavistic burst. Anxieties on the part of the 
relatives and neighbors, released by the experiencing 
of this situation, were a complicated adulteration of 
the excitement itself. 

Case 5. I. J., a woman in her early sixties, gave 
the appearance of sudden and frantic panic at the 
development of the conditions described by her with 
much agitation and fright as, “I don’t know who I 
am; who are you? Do I know you?” The catastrophe 
of this acutely hysterical amnesia, coupled with the 
excitement of her immediate surroundings of people, 
defined the emergency state that existed; and extrac- 
tion from the noxious influences that commanded 
for her the deep intensity of her denial was manda- 
tory. Nor was the precipitation of the amnesia suf- 
ficiently satisfying as a device in the management of 
her overwhelming stresses; the belle indifference was 
fleeting, and her needs were not fully met through 
the attachment of only part of her anxieties through 
an amnesic device. This was capitalized upon quickly 
through the medium of satisfying that part of her 
needs as yet unmet by her own management, that is, 
through admission to a general hospital, through ap- 
propriate examinations and sedation, and through 
supportive psychotherapy. Memory returned spon- 
taneously with an expression of deep gratitude on her 
part for the recognition of the emergency and its im- 
mediate termination; as a matter of fact, she volun- 
teered the sentiment that she was then in as much of 
an emergency as any person would be, with any other 
kind of commonly regarded emergency state. 

The first three patient-protocols represent 
impending emergencies, and the last two ac- 
tual acute situations. Inasmuch as the first 
three refer to impending emergencies only, 
we cannot know in fact upon fact that the 
judgments exercised were correct. The in- 
ferences and prognoses were clear; and if the 
judgments were in error, they were in error 
on the right side rather than on the wrong 
side . . . at least, the patients were not read 
about in the newspapers as tragedies in 
human eventualities, they were returned to 
satisfactory and comfortable and adaptable 
functioning in their previous worlds of people 
and things, and their amnesia was not dis- 
concerting, with reference to the events of 
their personality decompensation or shatter- 
ing of the ego, and of the therapy as well. 


Finally, consideration must be given to the 
tripartite educational privileges of the psy- 
chiatrist: the references here are to the gen- 
eral nonprofessional and ancillary-professional 
public, to the undergraduate and graduate 
medical students who are learning the meth- 
ods of developing their skills, and to the 
nonpsychiatrist practitioner of the healing art. 


By the same token that it is true that the 


552 SOUTHERN MEDICAL JOURNAL 


MAY 1959 


intramural psychiatrist under the aegis of the 
hospital administrator is an interpreter of 
the hospital, in all its modalities, to the gen- 
eral public, so is it true that the extramural 
psychiatrist is advantageously positioned as 
an interpreter of mental health and mental 
illness directly to that public that is reason- 
ably intimately associated with a psychiatric 
catastrophe. It is here that the process to 
which we refer as public education becomes 
indeed significant and meaningful. Enough 
of the observers’ and participants’ anxieties 
are released to provoke in them the attitude 
that “it can happen here; it can happen to 
me,” and render them thus incipiently amen- 
able to a reorganization of their attitudes 
and final common pathways of thinking 
equated with semantic reorientation. It is felt 
that this is the most fundamental index in 
the evaluation of any success in public edu- 
cation; and in reference to the consideration 
here, the challenge to the psychiatrists con- 
cerned is brisk, in the practical application 
of his skill to a group-therapy-oriented process. 

The undergraduate medical student is de- 
voting, by curriculum, more hours to the 
learning of basic and clinical psychiatry than 
in previous years. There is an ever-widening 
philosophy that indoctrinates the student into 
the study of the total person and of the extra- 
person values simultaneously as he is led into 
the various courses of study that comprise the 
medical school excursion as a didactic ex- 
perience in the life of the student. Wisely 
structured in the framework of the psychiatric 
segment of the undergraduate pursuit as such, 
is the consideration of the several facets about 
which an understanding of the emergency 
state is developed. It is in the interest in the 
completeness of student stimulation during 
the undergraduate years that the concept is 
introduced of a psychiatric emergency paral- 
leling that of any other medical emergency, 
as an acute diagnostic, prognostic, and broad- 
ly therapeutic situation. Yet it is a commen- 
tary on the relative effectiveness and relative 
ineffectiveness of undergraduate education in 
this aspect of the complete educational pro- 
gram, when graduate students in psychiatry 
seem to be learning for the first time that 
many of the clinical syndromes they had 
studied in didactic sessions and in clinical 
associations were in fact emergency states. 
Fortunately, in the course of the graduate 
learning experience, the understanding of the 
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acute situation obtains by virtue of confluence 
of segmental comprehensions: legal, medical, 
social, psychologic, etc. The observation has 
been made that the professional sophistica- 
tion of graduate students, both in the formal 
course and in the hospital residency, is gauged 
by the degree of comfort that the student 
develops in any acute setting in which he 
finds himself and which he takes in stride. 


The nonpsychiatrist physician is usually 
discovered to be a medical student in its 
broadest sense, and receptive to (and in fact 
soliciting) explanations of the modus oper- 
andi of psychiatry, from the depression of the 
patient convalescing from a coronary occlu- 
sion, to the still debatable mechanism of the 
improvement incidental to the use of electric 
convulsive therapy. This inquisitiveness finds 
its deepest expression in the emergencies, that 
of the psychiatric variety included; and not 
only are our colleagues justly deserving of 
insights into this branch of their science and 
art, but the auxiliary function of education 
of the nonspecialist is integrated into the 
professionalism of the specialist. It is the gen- 
eral practitioner and the internist, and others, 
who need to know about ordinary commit- 
ments and emergency commitments and some 
of the provisions contained in the mental 
health acts, in order to protect themselves and 
guard the safety of their patients. The posi- 
tion of the nonpsychiatrist practitioner is 
rather clearly that of an ancillary therapist, 
who as such must needs be educated to the 
requirements and therapeutic indications that 
permeate the emergency situation, in the 
sense that the nonpsychiatrist functions in 
quasi-specialist capacity under these condi- 
tions—much like the through-channels system 
that obtains in hospital administration from 
administrator through clinical director to 
staff physician. Too, it is through the dra- 
matic impact of the emergency state that the 
nonpsychiatrist concerned is brought into a 
broader orientation toward psychiatry than 
that which limits his sights ordinarily to psy- 
chosomatic and post-concussion syndromes . . . 
and brings for him into meaningful learning 
significance (because of his personal partici- 
pation) the practical importance of such 
factors as extra-personal influences and legal 
implications and technicalities, and the place 
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of the attending physician in the structure 
and conduct of the psychiatric emergency. 


Summary 


The purpose of this presentation is to re- 
mobilize our thinking regarding acute psy- 
chiatric situations. Its preparation is stimu- 
lated in part by an observation of these pre- 
cipitous inter-personal emergencies and their 
management both intramurally and extra- 
murally, in part by the growing awareness 
of the general public regarding matters of 
mental health and mental illness, and in part 
by the learning needs of those practitioners 
of the healing art who are not psychiatrists 
and in whose educational behalf we have an 
ancillary responsibility. 

The mechanism of production of the 
emergency state in general is discussed, with 
consideration of homeostasis in the person 
and in the group, of the meaning of inter- 
personal relationships, and of the tripartite 
characteristics of the causation of illness. 

Among other aspects of the consideration 
of the psychiatric emergency are the protec- 
tion of the patient and others concerned, the 
patient-physician relationship, and the admin- 
istrative importance of the condition. The 
occurrence in mental hospital settings is 
brought into focus, and the occurrence in 
extramural living is exemplified with brief 
patient-protocols. 

Public education for the nonprofessional 
public becomes meaningful as a direct ap- 
plication incidental to involvement in the 
emergency state, in terms of the release of 
anxieties in those surrounding the patient, 
and of the management of those anxieties on 
the level of presenting indications. Education 
of undergraduate and graduate medical stu- 
dents in the methods, both psychiatric and 
legal, in the recognition and over-all dispo- 
sition of the emergency state is also indicated 
as a learning area of basis and clinical im- 
portance. Finally, the advantageous position 
of the psychiatrist as a consultant to other 
practitioners of the healing art is considered, 
in terms of the education of the nonpsychia- 
trist to the dynamics involved, the place of 
the nonpsychiatrist, and the therapeutic op- 
erations in the emergency situation. 
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You Are Younger Than You Think: 


E. PAUL KNOTTS, M.D., Denton, Md. 


This paper points up the common neglect of physicians for their own health. 


A susject that has geriatric overtones perhaps 
should have some definitive basis. The ap- 
proach to the problems of longevity is more 
philosophical than definitive. This will be 
true until more information by the biologist 
and the chemist can measure and predict with 
greater precision than is now possible. At the 
moment, the thinking predicates that the 
organism begins to age at birth, with accelera- 
tion of the process shortly after adolescence 
and with discernible changes in the second 
and third decades. Deterioration resulting in 
a fatal issue may occur in the fourth decade 
and only a few surviving much beyond the 
sixth decade. 


I would like to offer the disputive evidence 
that this melancholy attitude is unwarranted, 
—at least for the majority. Mankind is slowly 
emerging from primitive thinking, i.e., that 
his fellowman is his greatest enemy, and is 
achieving maturity. He has finally realized 
that his total thinking and planning should 
not concern itself entirely with methods of 
killing. He is turning to plans to live, to de- 
feat his real enemies that constantly threaten 
survival,—disease and decadence. The result 
of constructive consideration of ways and 
means to survive in an environment, menac- 
ing from many directions, has been most re- 
warding. Our generation is not any smarter 
than our forebearers. Rather, it is the applica- 
tion of talents in a maturing civilization 
which is producing a push-button, jet- 
propelled, antibiotic age—a concerted effort 
neglecting no phase of human existence. 


People are just living longer. Table 1 com- 
piled by the statisticians of the Metropolitan 
Life Insurance Company! shows the climb of 
life expectancy from the years of 1879-94, to 
1955 of 34.0 years with the expectancy at 
birth finally achieving the Biblical promise of 
three-score years and ten. 


*Chairman’s Address, read before the Section on General 
Practice, Southern Medical Association, Fifty-Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 
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Increased life expectancy has been attrib- 
uted to better prenatal, obstetric, neonatal, 
infant and childhood care. However, this is 
true only in part. Premature and congenitally 
defective infants are surviving only to suc- 
cumb later to more mature stresses, and they 
depress the mortality figures of later decades. 
However, the ravages of infectious diseases 
have been drastically reduced in recent years. 
The damage done to the over-all metabolic 
efficiency of the organism by repeated bouts 
with disease, with impairment of its vigor and 
efficiency, has tremendous implications. The 
dramatic decline of such disorders as tubercu- 
losis, smallpox, typhoid fever, diphtheria, 
pneumonia and poliomyelitis, better control 
of the protean streptococcal infections, and 
the tremendous advance in handling surgical 
disorders means less impairment of the body’s 
functional capacity. These factors alone have 
resulted in changing the outlook of longevity. 
The victories are not all concentrated in 
youth. While there is no significant modifica- 
tion of the innate human characteristics, the 
autogenous diseases are coming under control. 
The age-linked disorders are yielding more 
stubbornly. However, it is a well-known fact 


TABLE 1 


EXPECTATION OF LIFE AT BIRTH 


Industrial Policyholders, Metropolitan Life Insurance 
Company 1879-94 to 1955 


CalendarExpectation Calendar Expectation 


ear n Years ear n Years Year In Years 
1955 70.0 1942 64.3 1929 55.8 
1954 69.8 1941 63.4 1928 55.9 
1953 68.9 1940 62.9 1927 56.4 
1952 68.5 1939 62.5 1926 55.0 
1951 68.4 1938 61.9 1925 55.5 
1950 68.3 1937 60.7 1924 55.6 
1949 67.7 1936 60.3 1923 54.5 
1948 67.2 1935 60.2 1922 55.0 
1947 66.5 1934 59.5 1921 55.1 
1946 65.6 1933 59.2 1919-20 51.1 
1945 64.9 1932 58.8 1911-12 46.6 
1944 64.4 1931 57.9 1909 46.3 
1943 63.9 1930 57.4 1879-94 34.0 


Gain, 1955 since 1909, 23.7 years; since 1870-94, 36.0 years. 
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TABLE 2 
EXPECTATION OF LIFE AND MORTALITY AT SPECIFIED AGES 
By Color and Sex. Industrial Policyholders* 
Metropolitan Life Insurance Company, 1955 
par miei Expectation of Life in Years — Mortality Rate per 1,000 
t 0 
anita Persons White Colored Persons White Colored 
Male Female Male Female Male Female Male Female 
5 67.2 63.9 70.1 62.1 65.6 0.5 0.5 0.5 0.7 0.6 
10 62.3 59.0 65.2 57.3 60.8 3 4 3 6 3 
15 57.4 54.2 60.3 52.5 55.9 6 8 4 9 5 
- 20 52.6 49.4 55.4 47.8 51.1 1.0 1.3 5 1.8 9 
25 47.9 44.8 50.6 43.3 46.3 Ll 14 6 2.6 14 
“ 30 43.2 40.1 45.7 38.8 41.7 1.2 1.6 8 2.9 1.8 
s 35 38.4 35.4 40.9 34.4 37.1 1.8 2.3 1.2 3.5 2.9 
y 40 33.8 30.9 36.2 30.0 32.7 2.8 3.7 1.9 5.4 44 
‘4 45 29.4 26.5 31.6 25.9 28.5 4.6 6.2 3.1 8.2 6.4 
50 25.1 22.5 27.1 22.1 24.5 7.3 10.8 4.7 11.7 9.3 
y 55 21.1 18.8 22.8 18.5 20.7 11.2 16.5 7.5 17.2 13.6 
;. 60 17.4 15.5 18.8 15.2 17.2 16.9 24.2 12.1 25.9 18.8 
‘ 65 14.0 12.5 15.1 12.8 13.9 26.5 36.4 20.3 37.5 27.9 
; *Includes persons with Ordinary Monthly Premium Policies for Less Than $1,000. 
ic 
ts that many disorders which appear in the lat- _use of the lipids, the reaction of age and 
d ter decades of life tend to low-grade chronicity stress on enzymatic endocrine and cellular 
1e —diabetes, tuberculosis, and even cancer. conditions are on the whole not measurable 
- Better understanding of the emergencies, es- | and are largely conjectural. A measurable 
a, pecially cardiac, and catastrophic surgical epi- one, the B.M.R., in the latter decades gradu- 
ol sodes utilizing chemotherapeutic, antibiotic, ally becomes lower by 10 per cent. This may 
id and appropriate anesthetic substances, skilled | be coincident or may have an importance 
al surgical, medical and radioactive modalities, that, at the moment, is not clear. But one 
rs have resulted in more effective treatment, es- thing that is clear is that Americans, and that 
ve pecially in malignancies, with survival that a _ includes doctors, are living on the unsaturated 
y. decade ago would not have been possible. fat of the land, and all this fat is going to 
in Expectation of life and mortality at speci- “pot” and I do mean belly. However, the in- 
a- fied ages is calculated to be reassuring since 8€Stion of CucceEre calories will lead to obes- 
he at age 45 one is promised another quarter of ity and synthesis of the offending materials. 
al. a century and even at 65 a half of that? The incidence of general or regional athero- 
re (Table 2). sclerosis to coronary disease is direct. The first 
in all probability has many causes. Those obvious. Table 3 shown here indicates that 
ncaiathie: tall nt h 3 : f the United States is at or near the top of the 
nations of the world in mortality rates in dis- 
a —— walls, arterial blood pressure, orders that stem from arteriosclerosis.* 
diet, lipid content of the blood, sex hormones, d 1 d inf 
others. There is increasing recognition that 
matter of vital importance. As one continues 
ealth and disease are biologic expressions of 
) h . : ‘ up the stairs of life it becomes increasingly 
the reaction of man to his environment. Food F “oe hi 
| 2 needful. The biologist hints at release of stress 
prime to hormones, perhaps thyroid and adrenal in 
| ‘onment. Present consideration of the origin. But it is also a clinical observation 
| relationship of diet to atherosclerosis and that in this age of automation the doctor 
coronary disease present paradoxes and dis- needs a haven to flee to—a planned sanctuary 
| putes. However, there is increasing plausibil- where the tumults of his way of life, pain, 
. ity that certain lipids, precursors of choles- sickness and death, do not intrude. The doc- 
| terol that play a distinct part in these dis- tor who does not provide this for himself is 
orders, notably in diabetes.’ The altered physi- animated by his strong, dedicated desire to 
mee ologic mechanism of the organism in the mis- love and be loved, to sacrifice from his physi- 


TABLE 3 


DIFFERENTIALS BY SEX IN MORTALITY FROM HEART 
AND RELATED DISEASES IN VARIOUS COUNTRIES 


Ratios of Male to Female Age-Adjusted Death Rate in the 
Age Range 40-74 
1951-1953 Experience 


Ratio of Male to Female Death Rate 


Major 

Cardio- Diseases of the Heart 

vascular 
Country Renal Arteriosclerotic- 

All Causes Diseases Total Degenerative 

Norway 1.3 | 1.6 2.1 
Netherlands 1.2 | Be 1.4 1.6 
Sweden 1.2 1.2 1.5 BY 
Denmark iz 1.3 1.5 1.8 
Israel 1.2 1.5 1.8 1.8 
New Zealand 1.5 1.5 1.9 2.3 
Canada 1.5 1.5 1.9 23 
Ceylon 1.1 1.3 1.4 1.5 
Italy 1.4 1.2 1.1 
Germany- 

Fed. Rep. 1.4 1.3 1.3 1.6 
Switzerland 1.5 1.8 15 1.6 
Portugal 1.6 1.4 1.4 1.5 
Austria 1.6 1.5 1.7 1.9 
Australia 1.6 1.7 #2 2.4 
France i? 1.6 1.7 2.5 
Eng. and Wales 1.7 1.6 1.9 2.2 
United States 1.6 1.7 2.0 2.4 
Japan 1.4 1.2 1.3 1.3 
Finland 1.8 1.6 2:1 2.5 


cal, emotional and intellectual equipment for 
his patients. But in the final evaluation it is 
not all laudable. Perhaps he is not as indis- 
pensable as he would like to think he is, and 
his loyalty is often far greater to his patients 
than theirs to him. If the practice of medicine 
could be reduced to norms or units of accom- 
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plishment, the doctor who lives and works the 
longest would excel. Diversion is important 
to a long and useful life. The doctor who 
continues the development of the social 
graces, the joy of beauty in the world of 
music, art and literature, probably has some- 
thing extra to offer the sick in his care, as 
well as having enriched and prolonged his 
own life. 

It may come as no surprise to all that doc- 
tors are not living as long as their patients. A 
very fine article by Dublin and Spiegelman‘ 
can be summarized in part by table 4. You 
will observe that in all the major ailments 
which destroy life, the physician shows an in- 
creased death rate when compared with white 
men of the general population. 

It is not enough to live longer. The latter 
years must continue to be productive. It is a 
well substantiated fact that mental activity 
can continue unimpaired into the ninth dec- 
ade of life. In a recent conference held at the 
National Institute of Health at Bethesda, 
Maryland, it was indicated that the life poten- 
tial of the central nervous system is greater 
than life expectancy in the United States. In 
the absence of important disease of the cranial 
circulation sufficient to impair its quota of 
glucose and oxygen, or infection or tumor, 
the brain can function at from 85 to 90% 
efficiency throughout the seventh and eighth 
decades with the ability to learn. Mental 


TABLE 4 


ANNUAL DEATH RATES FROM THE PRINCIPAL CAUSES FOR MALE PHYSICIANS COMPARED WITH WHITE 
MALES IN THE GENERAL POPULATION, AGES 25 and OVER; UNITED STATES, 1938-1942 


Cause of Death 


All causes of death 

Leukemia and aleukemias 

Biliary calculi and other diseases of the gallbladder 
Intracranial lesions of vascular origin 
Diseases of the heart and coronary arteries 
Arteriosclerosis 

Cirrhosis of the liver 

Pneumonia and influenza 

Diabetes mellitus 

Suicide 

Automobile accidents 

Cancer 

Appendicitis 

Hernia and intestinal obstruction 
Nephritis 

Ulcer of the stomach or duodenum 
Accidents other than automobile 

Diseases of the prostate 

Tuberculosis 

Syphilis 


Death Rates per 100,000 Death Rates: 


United States Physicians to 

Male Physicians White Males White Males 
2,052.6 2,022.1 1.02 
11.4 6.5 1.75 
12.2 8.4 1.45 
222.8 185.9 1.20 
845.3 713.7 1.18 
50.1 43.2 1.16 
25.8 23.3 L.11 
112.5 103.0 1.09 
44.5 41.2 1.08 
39.0 37.6 1.04 
44.2 49.5 0.89 
198.4 244.5 0.81 
10.3 13.4 0.77 
12.1 16.1 0.75 
119.3 162.9 0.73 
12.8 20.8 0.62 
50.6 84.0 0.60 
15.8 29.1 0.54 
31.9 70.4 0.45 
9.1 26.5 0.34 
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alertness can extend well into the ninth dec- 
ade. The brain cells deteriorate little as op- 
posed to the physical decline and fatigability 
of the upper age levels. There is considerable 
electroencephalographic evidence to substan- 
tiate the observation of the clinician and the 
pathologist. 

Disuse can accelerate the aging of tissue. 
The disabilities of arthritis, for instance, are 
due more to disuse, overweight, misuse, pos- 
ture and the like, than to abuse or overwork. 
This has its counterpart in intellectual exer- 
cise. For the doctor,—to read, to write, to at- 
tend medical meetings, to be stimulated by 
association with his younger colleagues,— 
these are all calculated to keep his mind keen 
and receptive. 

Perhaps the most severe indictment of the 
medical profession was disclosed by an essay 
presented at the San Francisco meeting of the 
A.M.A. by Doctor Charles E. McArthur, 
Chairman of the Section of General Practice 
of the A.M.A.6 To summarize this report Dr. 
McArthur assembled colleagues, cardiologists, 
chest specialists and roentgenologists, and was 
assigned a special booth at the A.M.A. Con- 
vention for three consecutive years. At this 
booth doctors were invited to have x-ray films 
of the chest, electrocardiograms and other 
tests. The report includes examination of 
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about three thousand physicians. Eighteen per 
cent of the electrocardiographic examinations 
revealed either definite or borderline abnor- 
malities. Fifteen and a half per cent of the 
chest x-ray studies revealed suspected or defi- 
nite pathologic conditions, tuberculosis, neo- 
plasms and cardiovascular abnormalities. The 
conclusions reached by Dr. McArthur were 
that doctors are a pretty sickly segment of 
society. They are nervous, tense, and worry 
excessively. They get insufficient exercise with 
inadequate or incorrect diet, and have a 
higher annual death rate than the rest of the 
population. Dr. McArthur then sponsored a 
project in the A.M.A.—“A yearly examination 
for every doctor.” 

Another great doctor, Dr. Merrill Shaw, 
Vice-President of the Academy of General 
Practice, diagnosed his own cancer of the rec- 
tum. He then had a biopsy, further examina- 
tions revealed metastases, and he lived only 
another twelve months. I mention this un- 
happy case, which has been repeated by doc- 
tors many times, only because Dr. Shaw made 
a valiant effort to make a crusade within his 
own profession that resulted in a slogan 
adopted by the A.A.G.P.,7—“A family doctor 
for every doctor’s family.” Certainly the theme 
carries with it that doctors receive ‘“hop- 
scotch” medical attention. They neglect their 


TABLE 5 


ee ACCORDING TO CAUSE OF DEATH AMONG ALL SPECIALISTS som OTHERS, NOT SPECIALISTS, 
AT AGES 35-74; RATIO OF ACTUAL DEATHS TO THE DEATHS EXPECTED ON THE BASIS OF AGE- 
SPECIFIC DEATH RATES FOR ALL MALE PHYSICIANS, 1938-1942 


Cause of Death 
All causes 
Tuberculosis 
Syphilis 
Cancer, all sites 
of digestive organs 
of respiratory organs 
of genitourinary organs 
Leukemia 
Diabetes mellitus 
Cardiovascular-renal disease 
Diseases of the coronary arteries and angina pectoris 
Pneumonia and influenza 
Ulcer of the stomach or duodenum 
Appendicitis 
Hernia and intestinal obstruction 
Cirrhosis of the liver 
Biliary calculi and other diseases of the gallbladder 
Diseases of the prostate gland 
Suicide 
Automobile accidents 
Other accidents 
All other causes 


Mortality Ratio Actual Deaths 


All Others, Not All Others, Not 
Specialists Specialists Specialists Specialists 
0.78 1.10 2,029 10,390 
0.56 1.18 31 202 
0.61 1.12 8 57 
0.96 1.09 237 1,030 
0.96 1.07 105 450 
0.97 1.00 30 112 
0.90 1.06 37 187 
1.09 1.07 19 62 
0.36 1.20 18 249 
0.81 1.08 1,241 6,201 
0.97 1.02 600 2,279 
0.65 1.13 77 503 
0.61 1.12 11 67 
0.78 1.07 14 59 
0.65 1.16 10 60 
0.64 1.11 29 167 
0.79 1.12 13 70 
0.91 1.05 9 48 
0.76 1.09 55 227 
0.85 1.07 59 227 
0.54 1.16 33 222 


0,68 1.14 165 939 
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own health and seldom have a thorough 
“check-up.” Those who consult specialists first 
bypass something they well know,—that each 
specialist knows well only that part of the 
anatomy, or service to it, that lies in his 
sphere. 

I think, since I am directing these matters 
largely to general practitioners, you would 
have a special interest in the fact that medi- 
cal specialists are outliving you. Dublin and 
Spiegelman,’ in the essay from which I previ- 
ously quoted, have found statistically that, 
“taken as a group, the mortality of specialists 
at ages thirty-five to seventy-four years is only 
seventy-eight per cent of the standard, while 
that of the non-specialist at the same ages is 
one hundred and ten per cent of the stand- 
ard.” Conclusions as to the unfavorable posi- 
tion of general practitioners, as shown by 
table 5, cannot be exact but it fully demon- 
strates that I am talking to the right section 
of this Association. 


It is my purpose to suggest that this Section 
of the Southern Medical Association sponsor 
a project which combines the thinking of 
these items and that of our Association, 
through its avenues of communications, to 
recommend that every doctor be checked-up 
physically at least annually. While the loyalty 
of the profession to one another and the gen- 
uine desire to serve is traditional and certain, 
may I suggest that when you have the honor 
of being requested to attend another doctor 
you go about it as if he were a layman, using 
your own judgment and professional opin- 
ions and do not have them altered by your 
patient’s ideas. Keep in mind that your 
doctor-patient respects your professional abil- 
ity and that is the reason for your employ- 
ment. If you act merely as a consultant to 
him, he will be confused and all this may 
alter a successful conclusion to your attend- 
ance. 


May I digress for a moment and suggest 
that you “pay the man?” Gratuitous service is 
noble but it is perhaps the pernicious item 
that makes a doctor hesitate to visit his busy 
colleague for himself. This is particularly 
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true in areas where doctors are few in number 
and widely scattered. 

In making this presentation it is my pro- 
found hope that I will have made you more 
conscious of your own bodies and that this 
will result in better health and longer life for 
you all. Life is short enough anyway. I quote 
from the Psalms, “As for man, his days are as 
grass: or a flower of the field, so he flourish- 
eth. For the wind passeth over it, and it is 
gone; and the place thereof shall know it no 
more.” 

Conclusions 


(1) The American people are living longer, 
reaching the three score and ten in 1956. 


(2) Physicians are not sharing fully in the 
increased longevity. 


(3) To increase their usefulness to human- 
ity is the goal of dedicated men. 


One more year of practice would result in 
14,000 years of service in the area of the 
Southern Medical Association. 


(4) Means of accomplishment of this de- 
sideratum on an individual basis include: 


(a) Achieving a normal weight. 


(b) Avoidance of excessive strain and 
stress. 


(c) Physical activity within the circulatory 
boundaries of the individual. 


(d) Maintenance of all intellectual pursuits 
—always looking forward. 

(e) A “family physician” for every doctor 
and his family for intercurrent disorders and 
regular check-ups. 
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The Hysterical Female Patient 


JACKSON A. SMITH, M.D.,t Omaha, Nebr. 


The personality and symptomatology of the hysterical woman are well described. Her 
characteristics frequently are not recognized by her private physician. When 
recognized, many things in her story become clearly understood. 


THE HYSTERICAL PATIENT has had an interest- 
ing career in recent medical history. During 
the latter part of the 19th century there was 
question as to whether such patients presented 
a medical problem, since it was presumed 
they deliberately deceived the doctor. Freud 
lists as one of Charcot’s major contributions, 
his dignifying hysteria with his interest and 
his insistence that this was a problem re- 
quiring management by the physician. 

A goodly part of psychiatric practice during 
the 19th and the early part of the present 
century consisted of hysterical individuals, as 
the writings of Janet, Breuer, Freud and 
others amply show. Kolb? points out that to- 
day patients with gross hysterical symptoms 
do not consult psychiatrists and are not re- 
ferred to them, one reason for this being that 
psychiatrists do not wish to see such patients. 
He further finds that hysteria is more fre- 
quent than rare in the patients seen in medi- 
cal centers and large clinics. Chodhoff? and 
Laughlin,’ on the other hand, consider hys- 
teria to be decreasing in incidence due to 
increased education, decreased sexual prudery, 
and a rise in the level of scientific knowledge. 


For whatever reason, hysteria is less fre- 
quently seen in the private practice of psy- 
chiatry than it was even 30 years ago, and the 
term disappeared, along with the patients, in 
1952. Another possible explanation for such 
patients being seen less frequently is that the 
symptoms of hysteria have altered in keeping 
with the diagnosis made by the patient, and 
the hysterical person merely chooses the 
physician whom she thinks should treat her 
complaint, and this choice seldom involves 
the psychiatrist. Syndenham’s earlier de- 
scription probably still applies to our modern, 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fifty-Second Annual Meeting, 
New Orleans, La., November 3-6, 1958. 

+From the Department of Neurology and Psychiatry, Uni- 
versity of Nebraska College of Medicine, and the Nebraska 
Psychiatric Institute, Omaha, Nebr. 
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more learned hysterical patient. He stated, 
“Nor is this disease only frequent, but strong- 
ly various that it resembles almost all the 
diseases poor mortals are inclined to; for in 
whatever part it seats itself it presently pro- 
duces such symptoms as belong to it.” 


The Personality 


Since hysteria is defined as an unconscious 
process which produces dramatic physical 
symptoms, classically involving voluntary 
muscle groups and organs of special sense, 
the patient could hardly be consciously aware 
of the emotional origin of the illness and 
would seek instead relief for the physical 
complaint. The success such patients oc- 
casionally experience in their search for re- 
lief and demand for treatment may be re- 
corded on their abdomens in the form of 
incisional scars. 


The literature on hysteria reveals this dis- 
order is described with approximately equal 
frequency by psychiatrists and other physi- 
cians. The most obvious difference in the 
reports is the tendency of psychiatrists to be 
concerned with the cause and for the non- 
psychiatrist to stress the results of treatment. 


The advantage to the “neuralgic female” of 
being considered hysterial and consequently 
suffering only slightly, was pointed out by 
Sir Clifford Allbutt‘ since this same woman’s 
symptoms could be attributed as easily to her 
uterus, which like her nose might be a little 
to one side, or inclined to run and subse- 
quently she might be fixed by “the arrow of 
hypochondria.” 

The hysterical woman shows certain char- 
acteristics both in personality and complaint. 
Such patients usually have a history dating 
from childhood of excessive demands for at- 
tention; the greater this life-long demand, the 
more marked the hysterical features. These 
needs are more likely to be catered to, or en- 
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couraged by the patient’s parents than her 
contemporaries and, as a result, she may early 
expect undue consideration from casual 
friends and consequently be routinely disap- 
pointed. 

She is soon convinced of the falseness of 
those of her own sex. She learns early in life 
that one cannot trust other people, and is 
able to recount numerous examples of her 
suspicions being confirmed. By adolescence 
this experience of insincerity in friends be- 
comes commonplace. The patient forms a 
superficial relationship, which fails because of 
her unrealistic demands, and this loss is 
histrionically magnified and becomes a pat- 
tern followed by the patient in her relation- 
ships with her peer group. This type of ac- 
tivity offers little gratification. 

The hysterical woman may or may not 
mature earlier than most, but ordinarily she 
utilizes her maturity to the fullest as an at- 
tention-getting mechanism. The emphasis on 
her developing physical sexuality prompts 
interest in men and hostility in women, and 
she is usually “talked about.” Being dis- 
cussed provides attention of a sort, and her 
seductive behavior before the group may be 
in striking contrast to her attitude when alone 
with one person. 

She makes it a point to regard her con- 
temporaries, in whose presence she is uncom- 
fortable, and their interests as infantile and 
herself as more adult. She prefers older ma- 
ture men and not infrequently, between her 
sixteenth and eighteenth year, she leaves 
school and marries an exciting but not too re- 
sponsible a man. 

This first husband usually turns out to be, 
by her definition, a “sex maniac,”—that is, 
he expects her to have intercourse. In addi- 
tion, he is not sufficiently attentive, or he 
fails to regard her spending the day in the 
home as an event routinely requiring praise, 
and the relationship soon palls. She returns 
to her parents, and shortly the marriage 
terminates. 

After a few years she marries again. This 
choice is more deliberate; the man is older 
and more understanding,—that is, he rarely 
demands intercourse and when he does he 
appreciates the sacrifice the wife is making 
solely for his pleasure. The failure to gain 
satisfaction sexually, or from the ordinary 
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routines of living, and the isolation which 
she feels in the presence of other women 
require that other sources of gratification be 
found. 

The areas from which satisfaction can be 
gained are extremely limited, since they de. 
mand the attention of others without offer- 
ing gratification in return. This can be ac. 
complished by the judicious use of sexual at- 
tractiveness or by becoming ill. The attrac. 
tive hysterical woman has little difficulty in 
attracting men, who normally find it impos- 
sible to comprehend that such a patient 
wants no more than attention; they suspect 
it but they prefer not to believe it. The hus- 
band of the hysterical woman must accept in 
good grace his wife’s undue attention from 
others, and her unceasing conflicts with their 
suspicious wives, or a sudden illness which 
disrupts previously made plans if she is not 
catered to sufficiently. He either accepts 
these restrictions in good grace or bows out 
of the marriage. 


Typically, the husband of the hysterical 
patient is overly attentive by prevailing 
standards; he never grows bored by her ex- 
cessive demands, and is always ready to dash 
home from the office with the appearance of 
each new crisis. If he happens to be a physi- 
cian, he will probably have no more insight 
into his wife’s problems than the layman. 

Characteristically, the hysterical woman's 
husband cannot be gotten out of her room 
at the hospital. He is there early and late, 
apologizing to the nursing staff for his wife's 
unreasonable demands, but he wishes to know 
if it would be possible to answer her light 
a little more rapidly because she gets upset 
so easily. The nursing personnel are not al- 
ways too sympathetic to the hysterical 
patient’s demands. 


In one instance, after a particularly stormy 
pregnancy, the hysterical woman’s obstetri- 
cian admitted her at term and she promptly 
immobilized all the personnel on the floor 
with her incessant requirements. The nurse 
who supervised the ward was a little unhappy 
and outspoken and claimed the patient's light 
had never been off since she was admitted. 
When seen in consultation she was berating 
the nurse because her ash trays had not been 
emptied. The older nurse emptied the ash 
trays without comment but on the way out 
paused and said, “I guess if you can’t get that 
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baby out any other way you can smoke him 
out.” 

The hysterical woman apparently is ill at 
ease and in conflict with other women 
throughout her life. Men become predictable 
early since their interest is either obviously 
or covertly sexual. Not infrequently the 
patient describes a sexual approach during 
her adolescence by an older man, most often 
a relative and not rarely the father. If the 
father is the offender the hostility will usually 
persist consciously, since she never feels at 
ease around him again. This hostility may 
also be directed to other males of any age 
who approach her sexually. The patient's 
attitude may coincide with that of the 


. mother who also had “sick headaches,” and 


her opinion about men may very closely re- 
semble that expressed by the mother about 
the patient’s father. 


Clinically, these types vary from the ex- 
treme of the rather amorphous, overweight 
individual who continually exists on the 
verge of a state of collapse from some cause 
or other, and requires the 24 hour supervision 
of a relative, nurse or physician, depending 
on her financial status, to the attractive wife 
who finds housework far from satisfying, who 
is uncomfortable with the other women in 
the neighborhood and soon returns to the oc- 
cupation in which she was successful before 
her marriage and, except for a_ persisting 
frigidity and distrust of other women, is 
asymptomatic. 

An example of an extreme situation in 
which a hysterical girl’s demand for reassur- 
ance disrupted a previously harmonious of- 
fice, occurred as follows. She was hired to 
answer the switchboard, which she did with 
no more than the ordinary amount of con- 
fusion. In time she was noticed by the boss, 
who concluded she had most of the attributes 
required of a secretary except she could not 
type and had not at that time heard of short- 
hand. These shortcomings were not over- 
whelming because he already had an excel- 
lent male secretary, so he made her the 
assistant to this individual. This was still 
within the bounds of good administrative 
policy except that his male secretary hap- 
pened to be homosexual, which he had suc- 
cessfully concealed from those where he 
worked. The hysterical girl found the secre- 
tary interesting, and he found her an utterly 
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inadequate nuisance. The more he ignored 
her the more anxious and the more aggressive 
she became. Some decrease in the efficiency 
of the office was noted. 


Symptoms 


Characteristically, the only finding in a 
hysterical symptom is a loss of function. It 
has been repeatedly noted that “the sympto- 
matology of hysteria is full of anatomical im- 
possibilities,” and that the popular idea of 
the organs or parts of the body determines 
the areas of involvement, i.e., “the leg is the 
leg up to its insertion into the hip, the arm 
is the upper extremity as mapped out by the 
clothing.”® However, it may occur that after 
repeated examinations the symptoms become 
more anatomic as the patient learns from the 
examiner and is influenced by his concern. 

In addition, the loss of function should 
provide the patient with a secondary gain 
from the illness or the disability it imposes. 
Finally, in conversion reactions, the more 
complete the conversion the less the apparent 
anxiety and the more indifferent the patient 
to the symptom. Breuer pointed out the 
hysterical person’s need for being ill in con- 
trast to the hypochondriac’s fear of illness; 
this need in hysteria was said to arise from the 
patient’s desire to convince herself or others 
of the reality of the sickness. He added that 
unconscious ideas or complexes might reduce 
the hysterical patient’s awareness as preoccu- 
pation does in the normal individual. 


This desire to convince self and others of 
the reality of the illness is sufficient to make 
these patients not only accept but seek 
surgery, which among the laity is rather con- 
clusive proof of the existence of an illness. 

Hysterical persons easily adopt various 
roles, or literally “try on” different person- 
alities, none of which satisfy either due to a 
degree of insecurity that requires constant 
reassurance, or an inability to obtain gratifi- 
cation from the ordinary demands of living. 
The capacity to isolate that which is intoler- 
able to the ego by dissociation, or to convert 
anxiety to a symptom perhaps depends 
equally on the amorphous and changing con- 
cept of self, with the result, as Kraepelin’ 
noted, ‘“‘that ideas take on the force of sensa- 
tions.” 

In some instances the patient seems trapped 
by the symptom. The stress which provoked 


9 
h 
n 
he 
le- 
er- 
aC: 
ac- | 

in 
0s- 
ent 
ect 
in 
om 
not 
epts 
out 
‘ical 
ling 
dash 
of 
hysi- 
sight 
nan’s 
room 
late, 
wife’s 
know 

light 
upset 
ot al- 
erical 
tormy 
stetri- 
mptly 

floor | 
nurse | 
happy 
s light | 
nitted. 
rating 
been 
he ash 

ay out 

et that 


562 


it may have passed, but having been previous- 
ly refractory to treatment there is no graceful 
way out. As A. Meyer said, “We have to 
recognize that we are dealing with what we 
might call a complaint become a disease, not 
complaint of disease, but complaint as a 
disease .. .” 

The hysterical woman presumes the phy- 
sician is first a man and second a doctor, 
which is difficult to refute, and she can hardly 
be expected to evolve a whole new method 
of behavior for this particular circumstance. 
When a previously successful method of 
gaining attention fails, it may be productive 
of anxiety which has to be controlled by 
more symptoms, hostility, or more direct 
seductive behavior. Possibly the greatest 
therapeutic hazard is the surrender to the 
patient’s demand for treatment of her diag- 
nosis, even though no basis for the symptoms 
can be found. 


The diagnosis of hysteria does not rest on 
an unexplained symptomatology, as evidenced 
by the number of those with multiple 
sclerosis or other degenerative diseases who 
are considered hysterical until the etiology 
becomes obvious (there are few medical situ- 
ations more embarrassing than a dead “hys- 
terical” person). Rather, the diagnosis depends 
on the patient’s previous behavior and per- 
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sonality. This impression should be con- 
firmed by the nonanatomic nature of the 
symptom (unless previous examination, treat- 
ment or questioning has corrected some of 
the patient’s ignorance of her anatomy); 
there should also be some secondary gain 
obvious to the examiner. If the conversion is 
complete the classical indifference to the 
symptom should be evident, as well as an 
exaggeration of the disability by attention. 

Finally, it is not unusual to find hysterical 
women who have been symptom-free for 3 
to 6 months after being cured by various 
unrelated procedures. One of the more ex- 
treme examples of this was a lady who had 
benefited from 7 abdominal surgical pro- 
cedures and was happily anticipating an ex- 
ploratory laparotomy to determine whether 
she might have pancreatitis, this being the 
only organ remaining to suspect. 
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The Neuropathic Joint’ 


WALDO FLOYD, M.D., WOOD LOVELL, M.D., and 


RICHARD E. KING, M.D., Atlanta, Ga. 


The frequency of the neuropathic joint has decreased in the past decade, particularly in the 
group accompanying tabes dorsalis, because of the rapidly dropping incidence of syphilis in 

all stages. Because of this the clinician must be “on guard” even more and think of this 

lesion in the person with “osteoarthritis” who presents evidence of neurologic disease. 


Pupils and reflexes always deserve consideration. 


THE NEUROPATHIC JOINT which occurs not in- 
frequently, often presents itself unsuspectedly. 
It may be difficult to diagnose for in its early 
stages it is easily mistaken for degenerative 
arthritis. 

The neuropathic joint was first reported by 
Mitchell! in 1831. At that time he described 
arthropathies associated with spinal cord 
lesions from tuberculous spondylitis. He at- 
tributed the joint changes to a disturbance of 
centers in the spinal cord. The next impor- 
tant contribution in this field was a descrip- 
tion by Packard, in 1863, of a patient with 
rapidly progressing osteoarthritic changes in 
the knee and foot with a tumor impinging on 
the sciatic nerve. In 1868, Charcot? presented 
his classical description of severe osteoarthritic 
changes in association with tabes dorsalis. 
Apparently the first description of arthrop- 
athies in association with syringomyelia was 
presented by Schultze and Kahler? in 1888. 

The etiology of the Charcot joint remains 
controversial. Charcot postulated that the dis- 
ease was preceded by trophic changes in the 
joint. Volkmann believed that a loss of deep 
sensibility in the joint was followed by trauma 
resulting in disruption of the joint surfaces. 
The most significant experimental work con- 
cerning the etiology has been contributed by 
Eloesser.4 He demonstrated, in 1917, the role 
of trauma in the causation of this disease. He 
sectioned the posterior spinal cord roots of 
cats. This did not produce changes in the 
joint, but sectioning the posterior roots plus 
trauma led to the development of the typical 
neurotrophic joint. 


Neuropathic arthropathies have been found 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fifty-Second Annual 
Meeting, New Orleans, La., November 3-6, 1958. 


in tabes dorsalis, syringomyelia, other types 
of spinal cord lesions, peripheral nerve lesions 
and cerebral lesions. Syphilis of the central 
nervous system manifested as tabes dorsalis is 
the most frequent cause of the Charcot joint. 
We have studied a series of 39 patients 
with neuropathic joint involvement in tabes 
dorsalis, syringomyelia, diabetes mellitus, 
peripheral nerve injury and spina _ bifida. 
These cases have been tabulated as to inci- 
dence, etiology, and joint involvement. 


Pathology 


Numerous writers have accurately described 
the pathology of Charcot joint.57 It is de- 
scribed by Potts® as a simple changing picture 
of destruction, followed by nature’s attempt 
to stop the damage by sclerosis, and repair the 
damage by building up new bone. The usual 
sequence of events is: 

1. Loss of protective joint sensibility; 

2. Stretching and rupture of the ligaments 
and associated joint fractures; 

3. Destruction of the cartilaginous articu- 
lating surfaces; 

4. Eburnation of the bone ends which have 
been denuded of cartilage; 

5. Extra-articular bone formation and peri- 
osteal bone production which may extend 
along the outer cortices of the adjacent bones; 

6. Erosion and successive fractures of the 
denuded, sclerotic, and devitalized bone ends; 

7. Disuse atrophy of the skeletal muscles. 

Marginal osteophytes which break off may 
fall into the joint to become loose bodies. 
Horowitz? demonstrated the presence of bone 
and cartilaginous debris in the synovial mem- 
brane and surrounding soft tissue as an early 
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AP and lateral view of a neurotrophic knee joint. Note 
luxation of joint. There is absorption of joint surfaces, 
formation of loose bodies, sclerosis and hypertrophic bone 


formation. 


diagnostic sign before the radiographic or 
clinical picture develops. The debris is gen- 
erally thought to arise from erosion of the 
articular cartilage and subchondral bone. It 
penetrates into the surrounding soft tissues by 
continued trauma to the insensitive joint. 
Bone changes include a thinning of the corti- 
cal bone which frequently leads to spontane- 
ous painless fractures. Marked disability re- 
sults from the disintegration of the bone, lax- 
ity of the ligaments, and the excess intra- 
articular fluid. Clusters of synovial villi may 
be pinched off and act as loose bodies in the 


FIG. 2 


Charcot’s disease of the shoulder. The joint is grossly dis- 
organized. This represents a combination of the atrophic 
and hypertrophic types. 
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FIG. 3 


Radiograph of hips showing complete dislocation bilaterally, 
This represents the atrophic phase of Charcot joint. 


joint. Rupture of the capsule with extension 
of the synovial fluid into the surrounding 
fascial planes is a common occurrence. Hyper- 
mobility, subluxation, and dislocation occur 
spontaneously. The essential pathologic dif- 
ference between osteoarthritis and _neuro- 
pathic arthropathy is the presence of an active 
pannus. This pannus may develop from the 
synovial membrane at points at the periphery 
or from the underlying marrow _ spaces 
through fissures and fractures in the joint 
cartilage. The rate of development of the 
neuropathic joint varies greatly. When the 
process develops rapidly, the entire joint may 
be destroyed. There is little formation of new 
bone. The articular cartilage, subchondral 


FIG. 4 


Neurotrophic involvement of foot and ankle. The destruc: 
tive changes, sclerosis, and soft tissue swelling are unmis- 
takable signs of advanced involvement. 
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TABLE 1 Incidence 


CHAROES SOENES Tabes dorsalis is the most common cause of 


the neurotrophic arthropathies. It accounts 


Incidence Number Per Cent 
Average age—46 years for almost 90% of joints affected with neuro- 
PRR on trophic changes. The remaining 10% are 
Number of white patients 19 49 
Number of colored patients 20 51 mainly due to syringomyelia. Approximately 
Number of male patients 30 77 10% of all tabetics will develop a Charcot 
Number of female patients 9 23 


joint; whereas the incidence in syringomyelia 
is 25 per cent. The great majority of joint in- 
volvements in tabes appear between the ages 
of 40 and 60 years, usually 20 years after the 
occurrence of the primary syphilitic lesion. 


bone and metaphyseal region becomes worn 
away producing the atrophic form of the dis- 
ease. The subchondral bone becomes osteo- 
sclerotic in the hypertrophic type. As the 
articular cartilage is worn away there is much 
callus and osteophyte formation. 


Table 1 records the incidence in this series 
of all patients having Charcot joint. It is 
noted that of the total number of 39 patients, 
TABLE 2 the average age was 46 years. Of the 39 pa- 
tients 19, or 49% were white and 20, or 51°% 
were colored. Thus, the incidence of white 
Mean and colored patients was essentially the same. 


CHARCOT JOINTS 


saa — “a = Thirty, or 77% of the patients were male and 
Svringomyelia 6 15 35 only 9, or 23% were female. 

Diabetes 4 10 52 
Nerve injury 1 3 In table 2 it is noted that tabes dorsalis is 
Spina bifida (meningocele) =I 3 the responsible etiologic agent in 26 (67%) of 

— Pe the 39 cases, and syringomyelia for 6 cases 

Total 39 


(15%). Although the incidence of diabetic 
neuroarthropathy is not common, 4 cases 
(10%) occur in this series at a mean age of 52 
years; the usual site of involvement is the foot 
although involvement of the knee and spine 
has been reported.!11 


Arthropathies of the knee joint are almost 
as frequent as all other arthropathies com- 
bined® (Fig. 1). In this joint the hypertrophic 
changes are more characteristic. In the shoul- 
der joint the atrophic phase of the disease is 


the most common (Fig. 2). In the hip joint... . : ‘ “ 
the acetabulum frequently becomes sclerotic 5. 


and the femoral head osteoporotic thus show- of the tabetic arthropathies occur in the 
ing characteristics of both the hypertrophic  !wer extremities; 807% of the joints involved 
and atrophic types in the same joint. After i" syringomyelia are of the upper extremities. 
the femoral head is worn off the neck usually In this series, tabes dorsalis was responsible 
dislocates out of the acetabulum (Fig. 3). The for involvement of the knee, hip, ankle, spine 
ankle joint is prone to sclerosis and complete and elbow. Joint involvement at the elbow, 
disintegration (Fig. 4). The talus becomes a hand, foot, and ankle was attributed to 
loose body without ligamentous attachments. syringomyelia. All cases of diabetes mellitus 


The incidence of involvement of specific 


TABLE 3 
CHARCOT JOINTS 


Joints Tabes 
Involved Number Per Cent Bilateral Dorsalis Diabetes Syringomyelia Nerve Injury Meningocele 
Hip 5 13 1 5 
Knee 13 33 5 12 1 
Shoulder 2 5 0 
Ankle 6 15 1 5 1 
Feet 7 18 4 4 2 ' 
Hand 2 5 0 2 
Vertebrae 2 5 0 2 
Elbow 3 8 0 1 2 
Multiple joints 16 41 12 
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AP and lateral view of a neurotrophic knee joint. Note 
luxation of joint. There is absorption of joint surfaces, 
formation of loose bodies, sclerosis and hypertrophic bone 
formation. 


diagnostic sign before the radiographic or 
clinical picture develops. The debris is gen- 
erally thought to arise from erosion of the 
articular cartilage and subchondral bone. It 
penetrates into the surrounding soft tissues by 
continued trauma to the insensitive joint. 
Bone changes include a thinning of the corti- 
cal bone which frequently leads to spontance- 
ous painless fractures. Marked disability re- 
sults from the disintegration of the bone, lax- 
ity of the ligaments, and the excess intra- 
articular fluid. Clusters of synovial villi may 
be pinched off and act as loose bodies in the 


FIG. 2 


Charcot’s disease of the shoulder. The joint is grossly dis- 
organized. This represents a combination of the atrophic 
and hypertrophic types. 
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Radiograph of hips showing complete dislocation bilaterally. 
This represents the atrophic phase of Charcot joint. 


joint. Rupture of the capsule with extension 
of the synovial fluid into the surrounding 
fascial planes is a common occurrence. Hyper- 
mobility, subluxation, and dislocation occur 
spontaneously. The essential pathologic dif- 
ference between osteoarthritis neuro- 
pathic arthropathy is the presence of an active 
pannus. This pannus may develop from the 
synovial membrane at points at the periphery 
or from the underlying marrow _ spaces 
through fissures and fractures in the joint 
cartilage. The rate of development of the 
neuropathic joint varies greatly. When the 
process develops rapidly, the entire joint may 
be destroyed. There is little formation of new 
bone. The articular cartilage, subchondral 


FIG. 4 


Neurotrophic involvement of foot and ankle. The destruc- 
tive changes, sclerosis, and soft tissue swelling are unmis 
takable signs of advanced involvement. 
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VOLUME 52 
TABLE 1 
CHARCOT JOINTS 
Incidence Number Per Cent 
Average age—46 years 
Total number of patients 39 
Number of white patients 19 49 
Number of colored patients 20 51 
Number of male patients 30 77 
Number of female patients 9 23 


bone and metaphyseal region becomes worn 
away producing the atrophic form of the dis- 
ease. The subchondral bone becomes osteo- 
sclerotic in the hypertrophic type. As_ the 
articular cartilage is worn away there is much 
callus and osteophyte formation. 


TABLE 2 
CHARCOT JOINTS 


Mean 
Etiology Number Per Cent Age 
Tabes dorsalis 26 67 51 
Svringomyelia 6 15 35 
Diabetes 4 10 52 
Nerve injury 1 8 
Spina bifida (meningocele) 1 8 
Undetermined 1 3 

Total 39 


Arthropathies of the knee joint are almost 
as frequent as all other arthropathies com- 
bined® (Fig. 1). In this joint the hypertrophic 
changes are more characteristic. In the shoul- 
der joint the atrophic phase of the disease is 
the most common (Fig. 2). In the hip joint 
the acetabulum frequently becomes sclerotic 
and the femoral head osteoporotic thus show- 
ing characteristics of both the hypertrophic 
and atrophic types in the same joint. After 
the femoral head is worn off the neck usually 
dislocates out of the acetabulum (Fig. 3). The 
ankle joint is prone to sclerosis and complete 
disintegration (Fig. 4). The talus becomes a 
loose body without ligamentous attachments. 
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Incidence 


Tabes dorsalis is the most common cause of 
the neurotrophic arthropathies. It accounts 
for almost 90% of joints affected with neuro- 
trophic changes. The remaining 10% are 
mainly due to syringomyelia. Approximately 
10% of all tabetics will develop a Charcot 
joint; whereas the incidence in syringomyelia 
is 25 per cent. The great majority of joint in- 
volvements in tabes appear between the ages 
of 40 and 60 years, usually 20 years after the 
occurrence of the primary syphilitic lesion. 

Table 1 records the incidence in this series 
of all patients having Charcot joint. It is 
noted that of the total number of 39 patients, 
the average age was 46 years. Of the 39 pa- 
tients 19, or 49% were white and 20, or 51% 
were colored. Thus, the incidence of white 
and colored patients was essentially the same. 
Thirty, or 77% of the patients were male and 
only 9, or 23% were female. 


In table 2 it is noted that tabes dorsalis is 
the responsible etiologic agent in 26 (67%) of 
the 39 cases, and syringomyelia for 6 cases 
(15%). Although the incidence of diabetic 
neuroarthropathy is not common, 4 cases 
(10%) occur in this series at a mean age of 52 
years; the usual site of involvement is the foot 
although involvement of the knee and spine 
has been reported.!%11 


The incidence of involvement of specific 
joints appears in table 3. Approximately 75% 
of the tabetic arthropathies occur in the 
lower extremities; 80% of the joints involved 
in syringomyelia are of the upper extremities. 
In this series, tabes dorsalis was responsible 
for involvement of the knee, hip, ankle, spine 
and elbow. Joint involvement at the elbow, 
hand, foot, and ankle was attributed to 
syringomyelia. All cases of diabetes mellitus 


TABLE 3 
CHARCOT JOINTS 


Joints 
Involved Number Per Cent Bilateral 
Hip 5 13 1 
Knee 13 33 5 
Shoulder 2 5 0 
Ankle 6 15 1 
Feet 7 18 + 
Hand 2 5 0 
Vertebrae 2 5 0 
Elbow 3 8 0 
Multiple joints 16 41 12 


Tabes 
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showed involvement of the foot. Sixteen of 
the group showed multiple involvement of 
joints. Our average time from the onset of the 
causative disease to joint involvement was 13 
years. Twenty-three per cent of our cases with 
tabes dorsalis had a negative blood serologic 
test for syphilis. In 32% there was a history 
of trauma associated with the onset of joint 
involvement. The average time from the onset 
of symptoms to destruction of the joint was 
5 years. 
Diagnosis 


Steindler, Williams, and Puig? have re- 
viewed 134 patients with 214 arthropathies. 
Most of these were due to tabes dorsalis. The 
first symptoms of which their parents com- 
plained were usually related to the joint. 
“Lightning” pains were noted in the legs. 
Argyll-Robertson pupils were often present 
and the deep reflexes were usually absent. 
Sensory disturbances with analgesia and hy- 
peralgesia were frequently observed. Rom- 
berg’s sign was often demonstrable. An ataxic 
gait was found related to disturbances of pro- 
prioception. The early clinical signs of a 
Charcot joint are swelling, deformity, and in- 
stability. A joint with advanced involvement 
is relatively painless. If pain is present it is 
due to the distension of the skin and subcu- 
taneous tissue. Instability is due to torn or 
relaxed ligaments. 

The neurologic examination is more reli- 
able as a means of diagnosis than the blood 
and spinal fluid serologic tests. These findings 
may be absent in over 50% of tabetics. Biopsy 
of the synovium demonstrates the presence of 
debris of bone and cartilage.§ 


Most authors report a high incidence of 
trauma as related to the onset of this disease. 
The connection between trauma and Charcot 
joint is still debatable. Soto-Hall® reported a 
history of trauma in 18 of 40 cases. The knee, 
hip, shoulder, tarsus, elbow, and ankle in this 
order were the joints most frequently involved 
in our series. Syringomyelia, which more com- 
monly affects the upper extremities, is char- 
acterized by loss of pain and temperature in 
the involved area. Diabetes is being reported 
more frequently as an etiologic factor, with 
the most frequent involvement of the inter- 
phalangeal, metatarsophalangeal, and _ tarsal 
joints; often there is associated peripheral 
vascular disease. In a series of 150 diabetics, 
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Martin!? reported an incidence of 6% with 
neuropathic lesions. 


Roentgenologic Appearance 


X-ray studies initially show changes charac- 
teristic of hypertrophic arthritis, such as mar- 
ginal lipping and osteophyte production. The 
radiographic findings in a neurotrophic joint 
with advanced changes are unmistakable, 
Loose bodies and sclerosis at the joint mar- 
gins occur early.1* Bone proliferation is seen 
in the hypertrophic type. It may be associated 
simultaneously with destruction of bone; ef- 
fusion is present. Destructive changes in the 
knee may result in a valgus or varus deform- 
ity. Marginal fragmentation with subperios- 
teal proliferation and sclerosis of the bone 
ends are characteristic of Charcot joint. The 
lumbar region is the most common site of 
vertebral involvement. In the hypertrophic 
type, destructive changes are associated with 
new bone formation (Fig. 5). Figure 6 illus- 
trates neuropathic changes of the elbow and 
wrist in a patient with syringomyelia. 


Treatment 


Treatment may be conservative or surgical. 


FIG. 5 


Typical Charcot disease of spine due to tabes dorsalis. 
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FIG. 6 


Neurotrophic involvement of the right elbow and wrist due to syringomyelia. 


In the conservative management, protection 
of the joint should be instituted as soon as 
one makes the diagnosis. This is done in an 
attempt to prevent deformity and limit bone 
destruction. A nonweight bearing caliper type 
brace may be used for the lower extremity. It 
is less important to attempt to protect in- 
volvement of the upper extremity. Proper cor- 
rections of shoe are helpful in diabetic neu- 
ropathy. Joint effusion may require periodic 
aspiration. 

After carefully evaluating the patient, if 
conditions are favorable for surgical interven- 
tion one should proceed with it promptly. A 
surgical infection in a neurotrophic joint is a 
major catastrophe.'* The control of the infec- 
tious process in such a joint is difficult and 
may result in an amputation. In 214 cases re- 
viewed by Steindler,7 10 developed pyogenic 
infection and 8 required amputation. Key" 
reported one fatality after operation in his 
series. 


Arthrodesis of the hip has been attempted 
on a number of occasions but has been re- 
ported successful only once.!® Replacement 
endoprostheses have also been used. These 
may work well initially, but with disintegra- 
tion and disorganization of the hip joint the 
prosthesis will often become dislocated. 


Arthrodesis of the Charcot joint has been 
attempted more frequently in the knee than 
any other.'6 It is successful in approximately 
50% of the cases.1* Many fusion technics have 
been used, such as intramedullary fixation 
and the Key and Charnley compression 
methods.'§.19 Morris?® has suggested that a 
preliminary lumbar sympathectomy be done 
prior to fusion. This may increase the blood 
supply and enhance the chance for a success- 
ful fusion. He reported 7 neuropathic knee 
joints in which a preliminary lumbar sympa- 
thectomy was previously done.*° All fused 
successfully except one. 


Case Reports 


Case 1. W. L., a 42 year old white construction 
worker, stated that he injured the right knee while 
attempting to crank a tractor. He apparently was in 
a squatting position and, upon attempting to stand 
erect, felt something “pop” in the right knee. He had 
acute pain and disability. The knee became swollen 
and painful and he was forced to discontinue work. 


The signs and symptoms at the time of examina- 
tion, on June 23, 1953, were those of a bucket handle 
tear of the medial semilunar cartilage. At that time 
the knee was stable in all planes and the radiographs 
of the knee were negative. An arthrotomy was done 
and the meniscus was found to be completely dis- 
located into the intercondylar fossa. Following excision 
of the meniscus he did well but returned 2 months 
following operation with marked effusion. This was 
relieved by aspiration. 
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(Case 1) The early changes in the right knee following 
excision of the medial meniscus are demonstrated. There is 
partial absorption of the medial tibial condyle with sclerosis 
and thinning of the joint space medially. 


Two months later he returned with varus deformity, 
and it was noticed that there was considerable thick- 
ening of the synovium and capsule. Marked instability 
was present and radiographs disclosed changes sug- 
gesting a neuropathic joint (Fig. 7). The neurologic 
examination was compatible with tabes dorsalis. Ten- 
don reflexes were absent in the lower extremities. 
Argyll-Robertson pupils were present as well as a posi- 
tive Romberg sign. The blood and spinal serologic 
tests for syphilis were negative. The diagnosis of neu- 
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ropathic joint was made. A preliminary lumbar sympa- 
thectomy was done on the right side followed by an 
attempted Charnley compression arthrodesis. The pa- 
tient had no pain and there were only 5 degrees of 
demonstrable motion 14 months later. 


Comment. The history of trauma in this 
case seems to be significant. 


Case 2. H. K., a 48 year old draftsman, tripped over 
a chair in his home and sustained a closed fracture of 
the distal portion of the left tibia and fibula. It was 
noticed at the time of closed manipulation that he 
felt no pain. (The significance of this was not appre- 
ciated.) He was immobilized in a long leg cast. The 
fracture healed without difficulty. 


Shortly after discontinuing immobilization a fracture 
recurred at the same site. He was again immobilized 
in a long leg cast. An ischial long leg-caliper was ap- 
plied 3 months later; at that time it was noticed that 
there was some swelling of the knee on the same side. 
He later developed typical changes characteristic of a 
Charcot knee joint (Fig. 8). A third fracture not 
associated with trauma occurred two years later at the 
proximal third of the upper tibia. The fracture healed 
uneventfully. He was last seen wearing the long leg- 
brace for protection. 


Case 3. F. M., a 60 year old white man and a known 
diabetic for 7 years, complained of some discomfort in 
the left foot. Examination disclosed a bilateral de- 
formity of flat foot. There was an area of almost com- 
plete anesthesia involving the lower leg and dorsal 
aspect of each foot. The patellar and achilles reflexes 
were diminished bilaterally. No pulsations were pres- 
ent in the posterior tibial vessels. Radiographs of the 
left foot disclosed neurotrophic changes involving the 
bases of the metatarsals and the cuneiforms character- 
istic of diabetic neuropathy. Symptomatic relief fol- 
lowed fitting with proper shoes (Fig. 9). 


FIG. 8 


A 


(Case 2) (A) Charcot knee joint with sclerosis, destructive joint changes and varus deformity,—hypertrophic phase. (B) 
Healed fracture of the upper tibia. This healed without difficulty as did the two previous fractures involving the distal 


third of the same bone. 
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a‘ FIG. 9 diabetes mellitus for 4, or 10 per cent. The 
a knee was found to be the most common joint 
a- involved. 
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hi ver have presen , a 
ment of choice. Arthrodesis of the datiirs | view of the literature which should stimulate us to 


difficult. Arthrodesis of the knee is successful 


: attempt more early diagnosis of this condition. 
in about half the cases. It has been suggested 


Dr. Riordan, Secretary of the Section, in his capacity 


that a preliminary lumbar sympathectomy 
may aid fusion of the knee. Amputation may 
be the method of choice in involvement of the 
ankle and foot. 


A series of 39 cases has been reviewed. Of 
this group, 19 were white and 20 were colored. 
There were three times as many males as fe- 
male patients. Tabes dorsalis accounted for 
26, or 67%, syringomyelia for 6, or 15% and 


as Consultant at the Leprosarium at Carville, Louisi- 
ana, could, I am certain, inform us regarding the neu- 
ropathic joints seen in leprosy patients. Wechsler 
states that the most commonly involved peripheral 
nerves are the ulnar, median and sciatic. 

Though no mention is made of antisyphilitic treat- 
ment, I assume that such was carried out in the cases 
complicating tabes dorsalis. 

I wish to congratulate the authors on their presen- 
tation, and thank them for the opportunity of dis- 
cussing this paper. 
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A Plan for the Rational Treatment of 


Carcinoma of the Bladder: 


GEORGE R. PROUT, JR., M.D.,t Miami, Fla. 


The treatment of carcinoma of the bladder is an individual matter. Only upon or after careful 
evaluation of its stage and tendency to invasion can the management in a given case be outlined. 


CARCINOMA OF THE BLADDER presents a unique 
challenge to the urologist due to the great 
variation in the inherent biologic activity of 
each tumor. Accordingly, bladder carcinoma 
is poorly treated by utilization of only one or 
two therapeutic technics, and it is inevitable 
that the poor results are reflected as treatment 
failures. Furthermore, adherence to a limited 
or confined surgical procedure as an initial 
therapeutic measure may so severely compro- 
mise the outcome of the disease that subse- 
quent treatment, no matter how vigorously 
applied or how extensive, fails. Hence, it 
would seem that a presentation of some of the 
more recently published, cogent data might 
serve to clarify the indications for the applica- 
tion of one or another therapeutic modality 
or surgical technic. 


In the past the major difficulty in the selec- 
tion of the proper treatment for each tumor 
has been related to the lack of knowledge re- 
garding the behavior of bladder cancer. 
Though our knowledge is still grossly defi- 
cient, certain clinical studies have made some 
conclusions tenable. We have reported the 
natural history of patients suffering from neo- 
plasm of the bladder and present a means of 
measuring the efficacy of any therapy in terms 
of survival.1 Jewett and Strong? and Jewett* 
have proposed a plan for determining the 
depth of infiltration of a tumor into the blad- 
der wall and Marshall* has demonstrated that 
the degree of infiltration can be readily as- 
sessed clinically in a large percentage of pa- 
tients in whom bladder tumors are found 
(Fig. 1). Staging tumors by this classification, 
and grading tumors in terms of mitoses, pleo- 


*Read before the Section on Urology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 

+From the Department of Surgery, Division of Urology, 
University of Miami School of Medicine, and Jackson Memor- 
ial Hospital, Miami, Fla. 


morphism and other histologic features indi- 
cating growth potential give indications of 
great value in determining the prognosis for 
a given tumor.* Furthermore, as a result of 
the application of the dual classification, cer- 
tain forms of therapy seem clearly indicated 
and other forms just as clearly contraindi- 
cated. Information regarding hydronephrosis 
obtained by intravenous pyelography and ac- 
tual depth of invasion of the tumor as demon- 
strated by transurethral resection add to the 
panorama of features that are included in the 
make-up of the individual tumor. 


Some of the salient features to be gleaned 
from the literature in general, and the results 
of the extensive analysis of over one thousand 
instances of vesical neoplasm treated at 
Memorial Center and the New York Hospital 
are as follow: 

(1) The untreated patient with vesical neo- 
plasm survives very poorly when compared 
with the actuarial expectancy.t 

(2) Patients with low-grade, low-stage neo- 
plasms at diagnosis have a reasonably good 
prognosis as long as adequate, extirpative 
surgical therapy is employed. 

(3) Patients with high-grade, high-stage 
neoplasms at diagnosis have a poor prognosis, 
regardless of the therapy employed.5:&9.1° 

(4) The tumor that has confined itself to 
stage O, A or B, will seldom be associated 
with metastases to the pelvic nodes,*:1 while 
the tumor that is judged to have extended 
more than half way through the bladder wall 
will be associated with such metastases in 
about 40% of cases.* 


*For purposes of brevity, tumors staged as O, A, and Bi, 
will be termed ‘low stage” and those staged Be, C, D,, and Dz 
will be termed “high stage” unless otherwise indicated. Tumors 
graded one or two will be termed “‘low grade” and those 
graded three or four will be termed “high grade for the 
same purpose. 
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FIG. 1 


Stages 


Aorta 


(After Jewett ond Strong® and Marshall 4) 
Schema for defining stage of bladder tumor. 


(5) Only occasionally do metastatic blad- 
der tumors manifest themselves outside the 
pelvis when the pelvic lymph nodes are found 
free of tumor.” 


(6) External radiation will produce pallia- 
tion and an occasional cure in invasive blad- 
der neoplasms. The cure rate is very low or 
nil in patients with high stage bladder can- 
cers, and the application of supervoltage ther- 
apy seems to have little effect in terms of 
survival.!* 

With the above data in mind, a plan for 
the rational treatment of bladder carcinoma 
has been evolved. It represents our effort to 
standardize the selection of patients for a 
given type of bladder tumor in view of the 
facts now known about bladder neoplasms. 
The plan represents no panacea and is not 
original with us. As previously stated, each 
neoplasm has arisen with, or will adopt soon 
after the commencement of growth a biologic 
potential that will determine to a great de- 
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gree the outcome of the disease regardless of 
the therapy used. Accordingly, this plan is 
proposed in an effort to meet a serious clini- 
cal problem as objectively as possible. Our 
function is first to define or classify the dis- 
ease as carefully and thoroughly as possible 
and then to apply the proper treatment in 
view of the known data.* 


The Plan 


At the present time it is our policy to man- 
age all bladder neoplasms in a rigid protocol 
from which we rarely depart. After a thor- 
ough detailed history and physical examina- 
tion, a chest x-ray study, electrocardiogram, 
complete blood count, urinalysis and an intra- 
venous pyelogram are obtained or done. Any 
other indicated studies related to the over-all 
assessment of the patient are also carried out. 


Frequently, a cystoscopic biopsy has already 
been performed in the clinic. Regardless of 
the result of this biopsy, we believe that bi- 
manual examination and transurethral resec- 
tion of the neoplasm under spinal or general 
anesthesia must be carried out. Preliminary 
cystoscopy without anesthesia is irreplaceable 
in initial diagnostic efforts but is of very little 
value in making a definite decision regarding 
treatment. Of course, if the lesion is miniscule 
then biopsy and fulguration can be accom- 
plished on an outpatient basis but this is one 
of the few exceptions to our rule. 


In every suitably placed bladder neoplasm 
as much tumor as possible is resected transure- 
thrally, unless the tumor is so extensive that 
there is no chance for conservative therapy to 
produce a satisfactory result. If our assessment 
at this point indicates a high stage situation, 
we will still resect much tumor believing that 
this may provide some palliation, particularly 
if hematuria has been a problem. 


The solitary suitably placed bladder neo- 
plasm of moderate size is treated best by 
transurethral resection or local electroresec- 
tion and fulguration after suprapubic cystoto- 
my. We favor the former rather than the latter 
because of at least a theoretical risk of seeding 
tumor in the wound. It is mandatory, how- 
ever, that this category of tumor be complete- 
ly resected and that biopsies of the deep blad- 
der wall be submitted separately. (We fre- 


*Solitary and multiple papillomas are not considered in this 
plan since they do not represent frank carcinoma at the time 
of diagnosis. 
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quently encounter fat.) Only in this manner 
can the necessary data be collected for com- 
plete, intelligent assessment of the patient’s 
problem. If the tumor is low-grade, the deep 
biopsies reveal no tumor and none of the 
other features indicating high-stage are pres- 
ent, this particular tumor has received ade- 
quate therapy and the patient’s chances of 
surviving 5 years are good. If the tumor has 
failed to invade muscle, the outlook for 5 
years of survival in the 60 year old patient is 
about 80 per cent.®7 Exact data is lacking on 
survival if the tumor has been completely re- 
sected but only superficial invasion of muscle 
has occurred.? It is reasonable to expect a con- 
siderable decrease in those surviving, yet the 
fact that the tumor is low-grade and has been 
completely resected makes a_ conservative 
course indicated. If the resected tumor is 
high-grade but still has not invaded muscle, 
no further treatment need be given. This 
opinion is based on the assumption that all of 
the tumor has been excised, the muscle is his- 
tologically free of tumor, and no other indi- 
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cations of a high-stage situation are present. 
These features are of great importance be- 
cause of the marked difference in survival 
once a high-grade tumor has invaded muscle. 
Confronted with a completely resected high- 
grade neoplasm that is invasive but is neither 
bimanually palpable nor associated with 
hydronephrosis, it has been our inclination 
not to advise further surgical treatment. The 
evidence is not good on this point and it is 
conceivable that this course is improper. Some 
consolation can be derived from the fact that 
of the 104 radical cystectomies analyzed and 
reported by Marshall,* only one case was dem- 
onstrated to have pelvic nodal metastases if 
the tumor was clearly less than half-way 
through the bladder wall. Furthermore, 
studying 5 bladders in which tumor had 
failed to extend beyond stage B,, Baker! 
found only one instance of nodal metastases. 
Again, however, a clear-cut answer is not pro- 
vided because Baker fails to mention the 
grade, and of the 27 low-stage specimens stud- 
ied by Marshall only 7 tumors were high- 
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grade, hence less likely to be associated with 
distant metastases. Once more, one is im- 
pressed with the pre-determined course of the 
individual malignancy. Only after further ex- 
erience with combined staging and grading 
will we be able to state that the conservative 
course is clearly the only one to take when 
faced with a high-grade, B, neoplasm (Fig. 2, 
A). 

If this presupposed high-grade tumor has 
extended more than half-way through the 
bladder wall but has not reached the fat, one 
is in a similar quandary. Again, deep biopsies 
are of paramount importance. Obviously, if 
tumor is left behind and the lesion is not 
suitable for segmental resection, a radical cys- 
tectomy is indicated providing metastases are 
not found on celiotomy. The important step 
is to be certain that tissue from the depths of 
the resection is submitted separately. Depend- 
ing on size, appearance and position of the 
tumor, one may or may not elect to recom- 
mend radical cystectomy. It is our inclination 
to assess the problem from every viewpoint 
and, after reviewing the biopsies of the deep 
tissue with the pathologist to be absolutely 
certain no tumor remains, we inform the pa- 
tient of the problem and recommend cystos- 
copy and cytologic examination of the urine 
in six to eight weeks. The recurrence or per- 
sistence of a high-grade lesion is considered 
indication for a radical cystectomy (Fig. 2, B). 

Should this fancied tumor be of low-grade, 
clearly more than half-way through the mus- 
cle and just as clearly completely resected, 
one may adopt the conservative course with 
somewhat less hesitation. Again, the most im- 
portant feature lies in the histologic demon- 
stration that no tumor remains (Fig. 2, B). 

Segmental resection would appear to be the 
treatment of choice in solitary, satisfactorily 
placed neoplasms.?:8:11_ A somewhat arbitrary 
figure of 4 cm. has been selected as the mini- 
mal amount of “normal” bladder that must 
be removed with the tumor. Data exists to 
support the extent of this radius though our 
feeling is that once committed to a segmental 
resection, the margin of tissue should be as 
wide as possible, particularly if a suggestion 
of deep muscle or fat involvement is present. 
Certainly, simple segmental resection has 
some very attractive features. Mortality and 
morbidity are low compared to some types of 
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treatment, the procedure requires no great 
dexterity and the male’s sexual potency re- 
mains undisturbed. The figures of 64% sur- 
vival for low-grade, low-stage lesions and 29%, 
survival for high-grade, high-stage lesions* 
are surprisingly good considering the size of 
many of the lesions and the multiplicity of 
surgeons known to have been involved in this 
series. As Jewett and Strong? have suggested, 
the position of the bladder tumor seems to 
play some role in survival. However, once the 
4 cm. cuff is reduced or shortened because of 
proximity to the bladder neck, or to the ure- 
ter, or to the contralateral ureter, if ureter- 
oneocystostomy is planned survival rates must 
fall far short of those indicated. The very at- 
tractiveness of the procedure at times may 
detract from its efficacy because of surgical 
compromise where none is possible. The role 
of radical partial cystectomy or radical hemi- 
cystectomy with pelvic lymphadenectomy in 
the treatment of bladder cancer has not yet 
been fully assessed. The fact that lymphatic 
permeation is frequently present in invasive 
carcinoma would seem to prejudice one’s op- 
portunity to cure by segmental resection and 
pelvic node dissection alone. This should be 
true since the lymphatics drain toward the 
trigone, and only if a hemicystectomy rather 
than a simple segmental resection is done 
would one theoretically encompass the tumor 
and its lymphatics. 


We recommend that any patient who has 
had a neoplasm of the bladder removed by 
local excision should have a cystoscopy about 
8 weeks later, and then every 3 months for the 
following year. Cytologic examination of the 
urine should be included in the postoperative 
assessment. After the first anniversary, cystos- 
copy may be spaced at intervals of 6 or 12 
months, depending on the individual features 
of both the tumor and the patient. Every pa- 
tient is cautioned to return promptly if any 
urinary symptoms occur. 

Stage C carcinoma not suitable for segmen- 
tal resection, rapidly recurring but readily re- 
sectable carcinoma, large deeply infiltrative 
carcinoma, or carcinoma present in the deep 
biopsy of an otherwise well resected tumor all 
represent clinical situations that are probably 
best reserved for radical cystectomy (Fig. 2, 
C). Certainly there are features about each 


*Five year survival from operation. 
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quently encounter fat.) Only in this manner 
can the necessary data be collected for com- 
plete, intelligent assessment of the patient's 
problem. If the tumor is low-grade, the deep 
biopsies reveal no tumor and none of the 
other features indicating high-stage are pres- 
ent, this particular tumor has received ade- 
quate therapy and the patient’s chances of 
surviving 5 years are good. If the tumor has 
failed to invade muscle, the outlook for 5 
years of survival in the 60 year old patient is 
about 80 per cent.®7 Exact data is lacking on 
survival if the tumor has been completely re- 
sected but only superficial invasion of muscle 
has occurred.? It is reasonable to expect a con- 
siderable decrease in those surviving, yet the 
fact that the tumor is low-grade and has been 
completely resected makes a_ conservative 
course indicated. If the resected tumor is 
high-grade but still has not invaded muscle, 
no further treatment need be given. This 
opinion is based on the assumption that all of 
the tumor has been excised, the muscle is his- 
tologically free of tumor, and no other indi- 
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cations of a high-stage situation are present. 
These features are of great importance be- 
cause of the marked difference in survival 
once a high-grade tumor has invaded muscle. 
Confronted with a completely resected high- 
grade neoplasm that is invasive but is neither 
bimanually palpable nor associated with 
hydronephrosis, it has been our inclination 
not to advise further surgical treatment. The 
evidence is not good on this point and it is 
conceivable that this course is improper. Some 
consolation can be derived from the fact that 
of the 104 radical cystectomies analyzed and 
reported by Marshall,* only one case was dem- 
onstrated to have pelvic nodal metastases if 
the tumor was clearly less than haltf-way 
through the bladder wall. Furthermore, 
studying 5 bladders in which tumor had 
failed to extend beyond stage B,, Baker! 
found only one instance of nodal metastases. 
Again, however, a clear-cut answer is not pro- 
vided because Baker fails to mention the 
grade, and of the 27 low-stage specimens stud- 
ied by Marshall only 7 tumors were high- 
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grade, hence less likely to be associated with 
distant metastases. Once more, one is im- 
pressed with the pre-determined course of the 
individual malignancy. Only after further ex- 
yerience with combined staging and grading 
will we be able to state that the conservative 
course is clearly the only one to take when 
faced with a high-grade, B, neoplasm (Fig. 2, 
A). 

If this presupposed high-grade tumor has 
extended more than half-way through the 
bladder wall but has not reached the fat, one 
is in a similar quandary. Again, deep biopsies 
are of paramount importance. Obviously, if 
tumor is left behind and the lesion is not 
suitable for segmental resection, a radical cys- 
tectomy is indicated providing metastases are 
not found on celiotomy. The important step 
is to be certain that tissue from the depths of 
the resection is submitted separately. Depend- 
ing on size, appearance and position of the 
tumor, one may or may not elect to recom- 
mend radical cystectomy. It is our inclination 
to assess the problem from every viewpoint 
and, after reviewing the biopsies of the deep 
tissue with the pathologist to be absolutely 
certain no tumor remains, we inform the pa- 
tient of the problem and recommend cystos- 
copy and cytologic examination of the urine 
in six to eight weeks. The recurrence or per- 
sistence of a high-grade lesion is considered 
indication for a radical cystectomy (Fig. 2, B). 

Should this fancied tumor be of low-grade, 
clearly more than half-way through the mus- 
cle and just as clearly completely resected, 
one may adopt the conservative course with 
somewhat less hesitation. Again, the most im- 
portant feature lies in the histologic demon- 
stration that no tumor remains (Fig. 2, B). 

Segmental resection would appear to be the 
treatment of choice in solitary, satisfactorily 
placed neoplasms.*:8-11 A somewhat arbitrary 
figure of 4 cm. has been selected as the mini- 
mal amount of “normal” bladder that must 
be removed with the tumor. Data exists to 
support the extent of this radius though our 
feeling is that once committed to a segmental 
resection, the margin of tissue should be as 
wide as possible, particularly if a suggestion 
of deep muscle or fat involvement is present.1! 
Certainly, simple segmental resection has 
some very attractive features. Mortality and 
morbidity are low compared to some types of 
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treatment, the procedure requires no great 
dexterity and the male’s sexual potency re- 
mains undisturbed. The figures of 649% sur- 
vival for low-grade, low-stage lesions and 29°, 
survival for high-grade, high-stage lesions* 
are surprisingly good considering the size of 
many of the lesions and the multiplicity of 
surgeons known to have been involved in this 
series.S As Jewett and Strong? have suggested, 
the position of the bladder tumor seems to 
play some role in survival. However, once the 
4 cm. cuff is reduced or shortened because of 
proximity to the bladder neck, or to the ure- 
ter, or to the contralateral ureter, if ureter- 
oneocystostomy is planned survival rates must 
fall far short of those indicated. The very at- 
tractiveness of the procedure at times may 
detract from its efficacy because of surgical 
compromise where none is possible. The role 
of radical partial cystectomy or radical hemi- 
cystectomy with pelvic lymphadenectomy in 
the treatment of bladder cancer has not yet 
been fully assessed. The fact that lymphatic 
permeation is frequently present in invasive 
carcinoma would seem to prejudice one’s op- 
portunity to cure by segmental resection and 
pelvic node dissection alone. This should be 
true since the lymphatics drain toward the 
trigone, and only if a hemicystectomy rather 
than a simple segmental resection is done 
would one theoretically encompass the tumor 
and its lymphatics. 


We recommend that any patient who has 
had a neoplasm of the bladder removed by 
local excision should have a cystoscopy about 
8 weeks later, and then every 3 months for the 
following year. Cytologic examination of the 
urine should be included in the postoperative 
assessment. After the first anniversary, cystos- 
copy may be spaced at intervals of 6 or 12 
months, depending on the individual features 
of both the tumor and the patient. Every pa- 
tient is cautioned to return promptly if any 
urinary symptoms occur. 


Stage C carcinoma not suitable for segmen- 
tal resection, rapidly recurring but readily re- 
sectable carcinoma, large deeply infiltrative 
carcinoma, or carcinoma present in the deep 
biopsy of an otherwise well resected tumor all 
represent clinical situations that are probably 
best reserved for radical cystectomy (Fig. 2, 
C). Certainly there are features about each 


*Five year survival from operation. 
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tumor that may negate or modify any set of 
statistics, but it is incontestable that the pa- 
tient who has been submitted to careful eval- 
uation as outlined and who fills the criteria of 
a high-grade, high-stage situation deserves the 
opportunity of having the fact established 
that he is or is not potentially curable. This 
is true even though the salvage rate is quite 
low in deeply invasive carcinoma.® Hydrone- 
phrosis, a bimanually palpable mass and in- 
vasion of muscle by a high-grade tumor are 
not tantamount to an inoperable situation, 
and it seems only reasonable that surgical ex- 
ploration be recommended. It is our current 
practice to perform a celiotomy in such indi- 
viduals and begin dissection at the ipsilateral 
common iliac artery, if no nodes are palpable 
and the liver and periaortic regions are free of 
tumor. If, in the course of the dissection, 
nodes of abnormal size or consistency are re- 
moved, they are submitted for frozen section. 
It is not unusual, during the course of a radi- 
cal cystectomy, to have three or sometimes 
four nodes undergoing study in frozen section 
simultaneously. The presence of nodal metas- 
tases so strongly influences the outcome of the 
disease that if more than one or two nodes 
are positive, or unless the patient has previ- 
ously expressed a desire to capitalize on any 
chance offered for survival, we will terminate 
the procedure (Fig. 2, D). For this reason 
either ureter is rarely severed until curability 
of some degree has been established. Cystecto- 
my plays a small role in palliation of bladder 
cancer and we feel it should not be done 
except in unusual instances. 

Radical cystectomy has both practical and 
theoretical advantages not enjoyed by simple 
cystectomy. The 4 year survival rate for stage 
C carcinoma was 7.3% if simple cystectomy 
was utilized and 21.2% if the radical proced- 
ure was done. A similar discrepancy in favor 
of radical cystectomy is noted in high-grade, 
low-stage bladder tumors.!* The theoretical 
advantages are those of lymph node removal 
in which neoplastic cells are not detectable at 
any time, even on the pathologist’s slide. Fur- 
thermore, it seems reasonable to expect a 
more satisfactory result if the pelvic wall is 
followed rather than the bladder wall. 

Furthermore, simple cystectomy as some- 
times practiced, may result in leaving the 
prostate behind and thus a recurrence of 
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tumor in the residuum may result. Of great 
practical importance is that simple cystectomy 
fails to take into consideration the matter of 
lymph node metastasis. It is abundantly clear 
that radical cystectomy in the face of several 
positive pelvic nodes is not indicated except 
in unusual instances. Simple cystectomy is 
obviously going to fail if nodal metastases are 
present. Hence, radical cystectomy is pre- 
ferred if only for its value in the selection of 
the candidate for cystectomy. 


Radiation Therapy 


Data regarding radiation therapy is diffi- 
cult to assess, particularly as regards the cru- 
cial stages of B,, By, and C. Frequently, other 
therapeutic modalities are employed in associ- 
ation with radiation, and these too add to the 
difficulty in obtaining a precise evaluation of 
the technic. Before supervoltage therapy was 
available, it was clear that conventional radia- 
tion technics failed to control carcinoma of the 
bladder except in a few instances.'* Cordon- 
nier and Seaman'™ have presented evidence 
that supervoltage therapy in high-stage blad- 
der cancer has little effect on survival rates. 
Recently, Cuccia, Jones and Crigler!® report- 
ed on supervoltage therapy and included in 
their series 12 patients with high-grade, B, or 
C carcinoma. Of this group 7 had survived 2 
years and, at the most, only one had evidence 
of carcinoma in the bladder when last seen. 
These observations seem to hold considerable 
promise, though more time must elapse before 
certain conclusions can be drawn. Hinman, 
Schulte and Low-Beer!® have reported on 
technics for intracavitary radiation and _ be- 
lieve that good results may be obtained with 
low-stage carcinomas, though high-stage lesions 
respond poorly. 

Further experience with supervoltage ther- 
apy and intracavitary radiation will undoubt- 
edly clarify their respective roles. For the 
present we are using radiation therapy only as 
a palliative measure. 


Urinary Diversion in Radical Cystectomy 


We routinely divert the urine into the colon 
via the Leadbetter technic if both ureters and 
upper tracts show a normal pyelogram or 
nearly so.17 The results of this technic are 
such that a proximal colostomy need not be 
done as an initial procedure. If hydrone- 
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phrosis or hydroureter is present on either 
side, we use an ileal conduit for diversion.!® 
This procedure adds time to an already 
lengthy operation, but the end results are of 
such degree that the added time is well spent. 
There has been so little difficulty in keeping 
patients dry, that if any question arises as to 
sphincteric function, renal function or any 
other feature that might make diversion into 
the intact colon a questionable maneuver, we 
unhesitatingly recommend the construction of 
a conduit. 

Skin ureterostomies are done only if there 
is need for urgency in the operating room. We 
do not utilize this technic as an elective 
alternative. 


Summary 


1. The inherent biologic growth potential 
of each bladder carcinoma makes bladder can- 
cer challenging and difficult to treat. One or 
two surgical technics alone are not sufficient 
to meet the challenge. 

2. Patients with bladder carcinoma should 
be evaluated in terms of both stage and grade. 
To accomplish this a plan now in use in sev- 
eral institutions is recommended. 

3. Local excisional therapy is unquestion- 
ably the best surgical treatment for noninva- 
sive carcinoma. When invasion has occurred, 
the demonstration of histologically tumor- 
free, deep biopsies or peripheral margins is 
mandatory if a conservative course is to be 
followed. 


4. Certain specific situations involving 
deeply invasive carcinomas, or multiple or 
rapidly recurrent carcinomas are best treated 
by radical cystectomy. 

5. The presence of metastatic carcinoma in 
pelvic nodes so seriously compromises the sur- 
vival of the patient that only under unusual 
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circumstances should cystectomy be carried 
out. 


6. Radical cystectomy is the procedure of 
choice if removal of the bladder is indicated. 


7. Supervoltage or intracavitary radiation 
may hold considerable promise in the treat- 
ment of this disease. The survival of patients 
with clearly high-stage carcinoma is not great- 
ly affected by the application of either of 
these technics. 
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MALIGNANT DISEASE of the testes generally car- 
ries a grave prognosis. It attacks people dur- 
ing the most active period of their life. It is 
generally accepted that incomplete descent of 
the testes predisposes toward malignancy of 
that organ,—Willis,! Gordon-Taylor,? Dean,* 
Campbell,* and Gilbert.5 However, Carroll,® 
after a statistical survey among urologists pro- 
duced strong evidence against this hypothesis. 
Malignant disease following successful orchi- 
dopexy is uncommon, and the paucity of re- 
ported cases has led Gordon-Taylor to infer 
that successful orchidopexy confers some pro- 
tection against the development of malig- 
nancy. Indeed, fear of development of malig- 
nancy is considered an indication for orchi- 
dopexy in undescended testes (Dundon).? 


Undescended testis is not an uncommon 
condition. Campbell puts the incidence at 
0.23 per cent. The question of what degree of 
protection is afforded by successful orchido- 
pexy is clearly of practical importance. Dun- 
don has pointed out the necessity for collect- 
ing statistics on this matter, and this case is 
reported so that one day sufficient data will 
be available to elucidate this point. Second, 
there are points of interest as regards the 
pathologic aspects of the tumor which lend 
further interest to the case (Fig. 1). 


Case Report 


A married salesman, 57 years old, having children. 
was admitted to the hospital in September, 1956, be- 
cause of a mass in the right scrotum. Eight years pre- 
viously he noticed a slowly growing mass which re- 
cently became much larger. In 1931, he was operated 
on for a right undescended testicle which was found 
high in the inguinal canal. An orchidopexy and her- 
nioplasty were carried out at this time. 


+From the Department of Pathology, University of Miami 
— of Medicine, and Jackson Memorial Hospital, Miami, 
a. 


Embryonal Carcinoma of the Testis 
25 Years after Successful Orchidopexy 


N. JASWON, M.B. Bch. (T.C.D.),F Miami, Fla. 


On physical examination a hard tender solid tumor 
was found in the right scrotum; no enlarged lymph 
nodes were noted. At operation the physical findings 
were confirmed and orchidectomy performed. 


Pathologic report. The specimen consisted of a pre- 
viously sectioned lobular testicle measuring 9 by 7 by 
6 cm. with attached cord 8 cm. in length. The epi- 
didymis could not be identified. The cut surface of 
the testicle had a grayish-white color and the mass had 
a rubbery consistency. At the lower pole there was a 
necrotic area measuring 3 cm. in diameter. 


Microscopic examination. Section shows a cellular 
tumor composed of large pleomorphic anaplastic cells 
with a homogenous slightly eosinophilic cytoplasm. 
The nuclei are irregular, hyperchromatic, with promi- 
nent nucleoli. Numerous typical and atypical mitoses 
are seen. In some areas sheets of spheroidal cells with 
lymphoid stroma resembling seminomas are seen. 
Remnants of the epididymis are noted in one section. 
Capsular invasion is not seen. It was concluded that 
this was an embryonal carcinoma of the testis (undif- 
ferentiated malignant teratoma). 

Comment. Embryonal carcinoma, chorio- 
carcinoma, and teratoma are closely inter- 
related and it is most likely that embryonal 
carcinoma: is the earliest form of this group. 
It is a tumor of totipotential undifferentiated 
cells which may or may not show somatic or 
trophoblastic differentiation or both. Embry- 
onal carcinoma is in effect an undifferentiat- 
ed malignant teratoma. The relationship be- 
tween seminomas and teratomas has excited 
much discussion, but it is now generally 
agreed that while both tumors may co-exist in 
the same testis, they do arise from different 
cells. The finding of seminoma-like areas in 
malignant teratomas is not unusual. Cairns, 
quoted by Willis, found spheroidal cell 
growth regarded as identical with seminoma 
in 32 of 35 cases of malignant teratoma. 

The average age incidence of malignant 
testicular teratoma is 30 years. In this case the 
patient was well above this age, and the time 
interval was rather unusual here. Gilbert re- 
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Low (A) and high (B) power views showing the structure and cellular anaplasia of the tumor (H. & E. X 115 and X 820). 


viewed the literature of malignant testicular 
tumors following orchidopexy and found 
seminoma to be the most common tumor with 
a time interval of 12 years after orchidopexy, 
and for teratoma, 5 years. Gordon-Taylor re- 
ported 6 cases. The time interval in 5 cases 
was 2.8 years; the interval in this case was 25 
years. 


It appears that these cases should be fol- 
lowed for many years before we can state 
confidently that malignancy does not super- 
vene following orchidopexy. 


Summary 


1. A case of embryonal testicular carcinoma 
25 years after successful orchidopexy is re- 
ported. 


2. Several points of interest with regard to 
the pathologic features are noted. 
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The University and the Medical School’ 


JOHN B. YOUMANS, M.D.,t Nashville, Tenn. 


IT Is AN HONOR AND A PLEASURE to have the 
opportunity to speak on the occasion of your 
Annual Founder’s Day Exercises. If I may 
inject a personal note, I well remember the 
excited interest with which the médical world 
received the announcement of the Duke En- 
dowment and the intent to establish a medical 
school and hospital in the new university. 
The interest became even greater as Dean 
Davison began to gather a faculty. The high 
standards which were set, the forward looking 
plans which were made, all gave promise of 
a new day in medical education and medical 
care in the South. That promise has been 
kept. 

I would like to talk to you this morning 
about medical schools and their relation to 
the university. In my discussion I include 
university hospitals and hospitals whose rela- 
tion to the medical school is in effect that of 
a university hospital. Whenever that is ap- 
plicable such should be understood even when 
I fail to mention the hospital specifically. 

It is not generally well known or appre- 
ciated that the university as we know it today 
is a relatively new development in American 
education. Not until some 75 years ago did 
the University appear on the American scene. 
Until that time, the institution of higher 
learning was the college and famous Ameri- 
can universities of today were, for a long 
period of their existence, colleges. To some 
the name still clings as, for example, in Har- 
vard College. The same evidence remains in 
respect to many of the state universities in 
the term Land Grant College which reflects 
their origin or early development and indi- 
cates present federal financial support to a 
college of the respective universities. 

Not until almost 1875 did the change to 
the concept and organization of the univer- 
sity occur. The impetus seems to have been 
the example of the German university, the 


*Delivered at Founder’s Day, Duke University, Dec. 11, 1957, 
Durham, N. C. 

+President of the Association of American Medical Colleges, 
and from Vanderbilt University School of Medicine, Nashville, 
Tenn. (Dr. Youmans’ present address is, U. S$. Army Medical 
Research and Development Command, Office of the Surgeon 
General, Washington 25, D. C 


impressive development of which led many 
American students and educators, in many 
fields of learning, to extend their education 
in the German universities. These, returning 
to the United States brought with them the 
European concept of institutions of higher 
learning, (to the word university, might be 
added the term institute as it applies to a 
unit of graduate study). This university idea 
was welcomed by those in this country who, 
while not having had an experience in a 
European university directly, were impressed 
by the distinguished accomplishments of the 
German universities. 

It is perhaps not too much to claim for the 
professional schools an important part in the 
development of the university as it was known 
in Europe and as it was introduced into this 
country. Schools of medicine had had, of 
course, an honorable history as organic parts 
of European Universities. In fact, the inclu- 
sion of medicine in the medical university, 
beginning in the 12th and 13th Centuries, 
was the means through which the physician 
became regarded as a member of a learned 
profession. It was the development of schools 
of medicine as integral parts of the European 
universities (on a par with schools or depart- 
ments of philosophy, etc.), in the last half of 
the 19th Century, which initiated in the mod- 
ern sense, a new kind of medical education. 
This was in sharp contrast to the vocational 
training in medicine which had _ previously 
dominated much of medical education, par- 
ticularly in Great Britain and in this country. 
It also foreshadowed an entirely new type of 
higher education in this country, a university 
rather than a college. 


The establishment of the Johns Hopkins 
University in 1876 is generally accepted as 
the beginning of the university in the United 
States. Interestingly, as Abraham Flexner has 
pointed out, this was not as most educational 
changes are, an evolutionary development but 
a leap in the dark, an innovation. Following 
in its wake, the existing institutions already 
known as universities began attempts, often 
successful, to achieve true university status. 
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Colleges, often grown beyond their original 
character, assumed the title of university and 
with it the role of the true university. As late 
as 1887, Yale was still known as Yale College, 
and the Medical School as the Medical School 
of Yale College. With the change to Yale 
University it became the Medical School of 
Yale University. It may be significant that 
in 1918 the title was changed to Yale Univer- 
sity Medical School. 

The School of Medicine of the Johns Hop- 
kins University was established in 1893 and 
graduated its first class in 1897. It was from 
this beginning conceived as a_ university 
school, and for the first thirty years it was 
called the Medical Department of the Uni- 
versity, with its financial support provided by 
the university, its professors and other faculty 
paid university salaries, the school being in 
all respects on a par with the other faculties 
of the university. (Actually, in the beginning, 
only the preclinical departments were organ- 
ized on a full-time basis. Full-time staffs for 
clinical departments were added in 1914.) As 
such, the School commanded immediate re- 
spect and admiration in an age when the vast 
majority of medical schools in this country 
were largely vocational in nature, usually 
without any other educational support, often 
proprietary and not infrequently mere sources 
of income for the faculty. 

Although from their beginnings in this 
country, some of the older medical schools 
had more or less tenuous connections or af- 
filiations with colleges (Harvard Medical 
School for 42 years, from 1816 to 1858, bore 
the title “The Massachusetts Medical College 
of Harvard University”), medical schools gen- 
erally existed as independent institutions, 
usually proprietary. Again, as Flexner points 
out,! if the need for medical education had 
risen slowly, with the general increase in 
educational resources, medical education 
would have been a part of the entire move- 
ment instead of an exception to it. The num- 
ber of schools would have been well within 
the number of actual universities in whose 
development as respects endowments, labora- 
tories and libraries, they would have par- 
taken; and the country would have been 
spared a demoralizing experience in medical 
education. However, as the number grew with 
the growth of the country and the need for 
more doctors, they often scarcely deserved the 
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adjective educational and became mere di- 
ploma mills. This was the scandalous situa- 
tion in the last decade of the 19th and the 
first decade of the 20th Century. It was the 
end of the latter of which witnessed the 
famous Flexner study and report. At this 
time there were 155 medical schools in the 
United States. Flexner proposed to reduce 
them to one hundred and twenty.! Today 
there are eighty-six. 


The importance of the Johns Hopkins ex- 
ample may be judged from the influence it 
had on Abraham Flexner who was shortly to 
begin his famous study of medical education 
in the United States. For it was shortly after 
the founding of the Johns Hopkins Medical 
School that the concern of medical men for 
medical education, as expressed in the ac- 
tivities of the American Medical Association 
and of others in education, resulted in the 
decision of the Carnegie Foundation to sup- 
port Flexner’s study of 1909-1910. Flexner, 
who had attended the Johns Hopkins Uni- 
versity, went to its leaders for directions for 
making his study. The results of that study 
and subsequent action are of course well 
known. Many schools of medicine were forced 
to close, the others hastened to improve their 
curricula and teaching programs, their organi- 
zation and sources of financial support. To 
do this, increasing numbers of the schools 
not previously so constituted sought to secure 
affiliations with institutions of higher learn- 
ing, colleges and universities, and those with 
such a relationship, often of a flimsy nature, 
sought to strengthen those ties and thus 
strengthen themselves. The result has been 
that today all but 9 of the 86 medical schools 
in this country are parts of, or have more 
or less close relations with, colleges or uni- 
versities. 


In the South the development of the medi- 
cal schools pursued much the same course 
as elsewhere in the country except that prog- 
ress following the Flexner report was slower. 
The South for my purpose includes the 
schools in the following states: North and 
South Carolina, Georgia, Florida, Kentucky, 
Tennessee, Alabama, Mississippi, Louisiana, 
Arkansas and Texas. In these states there are 
at present 23 medical schools. There were 
many more in 1900. All are at present four 
year schools, but two, the University of Flor- 
ida and the University of Kentucky, are in 
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the process of development, the University 
of Florida having advanced its first class only 
to the second year, and Kentucky not yet 
admitting students. 

Of the 23 schools, ten were established in 
the beginning by a university or a college. 
Three of the schools have no college or uni- 
versity connections. The remaining ten uni- 
versities acquired their medical schools by 
affiliation or adoption. Of the ten schools 
which were established de novo by action of 
their university, five were established before 
the publication of the Flexner report in 1910. 
The five remaining schools were established 
after 1930, but two of these, Florida and 
Kentucky, are not as yet fully operative, and 
Miami has graduated only one class. Thus, 
the Duke University Medical School and the 
I.ouisiana State University Medical School 
were the only university established medical 
schools in the South in the two decades fol- 
Jowing the Flexner report. 

Of the five medical schools which were 
established in the beginning directly by act 
of their respective universities or colleges be- 
fore 1910, three were two year schools until 
recently or had been four year schools earlier 
and were subsequently reduced to two years 
for a time. Though these university estab- 
lished schools possessed certain theoretical, 
and in some instances, actual advantages over 
the schools which later became university 
schools, by affiliation, adoption or absorption 
of a previously proprietary, independent 
medical school, they frequently suffered from 
many of the same defects as the independent 
medical college, namely, lack of sufficient uni- 
versity character. 

These statements should not be taken as 
an unfavorable criticism of these schools. They 
have in the course of their existence, and 
notably following the Flexner report, pro- 
ceeded as did the affiliated or adopted schools 
to elevate their standards, improve their pro- 
grams, obtain added financial and other uni- 
versity support until today their relative ex- 
cellence cannot be determined by their past. 
I cite the latter only to show the different 
patterns of development of the southern 
schools to which I refer. Incidentally, the 
same characterization could be made of medi- 
cal schools in other parts of these United 
States. My point is, however, that the uni- 
versity character of these schools, to the extent 
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that they have it, is the result of an evolu- 
tionary process and not that of primary intent 
or practice. 

Although 74 of our medical schools are 
more or less integral parts of colleges and 
universities, it is time to consider the nature 
and extent of that relationship. Nearly fifty 
years have elapsed since the Flexner Report 
Marriages of convenience do not necessarily 
result in a close, harmonious and supportive 
partnership, nor do adoptions always mean 
adequate understanding, support and tender 
loving care of the child. Unfortunately, that 
support often turns out to be a bigger item 
in the parents’ cost of living budget than 
they expected or are prepared to provide. 
Finally, the adopted child, if it is older, and 
has ways of its own, does not always respond 
with proper consideration, respect and co- 
operation with the foster parents. 

It is then in order to ask how well, after 
an experience of nearly fifty years, the medi- 
cal schools possess the character of a univer- 
sity graduate school. In my title I have placed 
the university first to emphasize the respon- 
sibility of the university for the school of 
medicine which is one of the units which to- 
gether make up the “Community of Scholars” 
which is, or should be, the University. In 
order to determine how well the university 
discharges its responsibility, or to see how 
well the school of medicine exemplifies the 
university idea, it is necessary first to establish 
the extent and nature of those responsibilities. 


It would seem that the first of these would 
concern the organization and administrative 
structure of the university in relation to the 
school. Does the medical school have a status 
similar to that of the college, or better, the 
other graduate schools of the university? Does 
it have the same board of regents or governors 
or trustees? Does its dean stand in relation to 
the president as do the other deans? Do repre- 
sentatives of the medical school, of its faculty 
and staff participate in such university ad- 
ministrative functions as committees, senates, 
general faculty meetings and the like? Are its 
students on an equal footing with other grad- 
uate students of the university, in both priv- 
ileges and obligations? 

Are the members of its faculty held equal 
in rights, privileges, and again, obligations, 
with those of the other faculties? Do they 
have sabbatical leaves, retirement privileges, 
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discounts of tuition, even faculty rates for 
football tickets? In the field of research do 
the same opportunities, within the ability of 
the university, exist for the medical faculties 
as for the others? Is the pursuit of scholarly 
studies fostered by the university, and does 
accomplishment receive rewards equal to 
those in other faculties? 

I recognize that the importance of these 
areas of responsibility of the university for 
the medical schoo] varies and that much that 
determines a true university character of a 
medical faculty and medical education is in- 
tangible. It may well be that the most im- 
portant thing which characterizes this is the 
close spiritual and the intellectual connection 
existing between the medical faculty and the 
other university disciplines, represented by 
common participation in seminars, intramural 
societies, research and programs of instruction 
as may be susceptible of practical application. 
The attainment of such a situation devoutly 
to be wished is dependent on some of the 
factors listed above. 


I have left until the last the financial sup- 
port of the medical school. This is an ex- 
tremely complex subject. It can be argued 
that a university having established or taken 
unto itself a medical school assumes an obli- 
gation to support it budget-wise in a manner 
at least equal to its support of the other 
schools or colleges up to an acceptable level 
of adequacy and excellence. In practice this 
often presents a major problem in which the 
exceedingly high cost of medical education, 
the high (by comparison) salaries required 
for the medical faculty, the expensive equip- 
ment and operating costs, are important fac- 
tors. In many instances there is the cost of 
hospital facilities which, direct or indirect, 
are an added burden. Additional complica- 
tions arise from the fact that in many in- 
stances medical schools came to universities 
with patterns of support already established, 
usually inadequate and often unreliable, often 
of a kind not compatible with the modern 
concept of a university type of education. 
There was frequently an exploitation of the 
university by the faculty and sometimes, more 
often in recent years, of the faculty by the 
university. 


It is not my intent to attempt an analysis 
of the degree to which the medical schools 
of this country and of the South in particular 
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have acquired and maintained the charac- 
teristics and quality of a university school. 
That they have all done so to some extent 
is undoubted. I am concerned, however, with 
the further development and the continua- 
tion of this relationship and nature. There 
are forces which threaten it. 

In particular, as costs increase, the tempta- 
tion of the university to exploit the earning 
capacity of the faculty increases. This is 
spurred by the increasing interest of the pub- 
lic as individuals and through both private 
and governmental agencies in the provision 
of more and better medical care. Service to 
the public poses an increasing load on the 
medical school, often greater or more imme- 
diate in the tax supported universities. The 
emphasis on the role of the hospital in medi- 
cal education recalls medical education in the 
hospital medical school as it existed, and to 
some extent exists today, in Great Britain. 
The same influence is seen in the term medi- 
cal center. All this, combined with an em- 
phasis on programmed research, points the 
way and leads to a vocational type of medical 
education-training instead of education. 

Because of these dangers or threats of dan- 
ger, I would caution each university to ex- 
amine its medical school with great care, to 
renew and strengthen the relationship which 
makes or should make the medical school 
truly an integral part of the university, and 
to interest itself in the problems of medical 
education. In particular, with the great and 
rising costs of medical education, to make 
every effort to give adequate financial sup- 
port. A truly university medical school is no 
more obligated to raise money than other 
divisions of the university. To do so impairs 
and lessens its true university character. 

As Hinsey has said,? with the limited re- 
sources available, medical college deans are 
being faced with the unpalatable threat of 
being forced to abandon the full-time system 
and return to the system in use fifty years 
ago, a backward step which would set medi- 
cal education behind most harmfully. Ac- 
tually, after nearly fifty years of striving to 
attain the true university status so clearly 
envisioned by Flexner, and after a most prom- 
ising start, the medical schools of this country 
are struggling manfully but dishearteningly 
to hold their gains. Indeed, there is some evi- 
dence they are losing ground. 
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As I have said, the establishment of the 
Duke University Medical Center was an event 
of outstanding importance in the develop- 
ment of medical education in the South. Here 
was an event resembling the establishment 
of the Johns Hopkins Medical School. True, 
the idea of the university had come a long 
way since the founding of the Johns Hopkins 
University in 1876. However, the development 
of university medical schools had lagged fol- 
lowing the establishment of the Johns Hop- 
kins Medical School and it was not until 
after 1910, only some twenty years before 
Duke Medical School opened that even a fair 
beginning was made in the other medical 
schools. Actually, the impact of the Duke 
University Medical School was felt earlier, 
with the announcement of the Duke Endow- 
ment in 1924, and the intent to establish a 
university and a medical school of that uni- 
versity. Here was the opportunity to estab- 
lish in the South a medical school with its 
hospital, of and in a university, of university 
status and character, unhampered by tradi- 
tion, by past entanglements, by continuing 
commitments, dedicated to the establishment 
and maintenance of high standards of teach- 
ing, research and medical care. 

I am not forgetting that other medical 
schools in the South were progressing and 
progressing successfully to those goals at that 
time. (My own school, Vanderbilt, for ex- 
ample.) They were, however, hampered to a 
greater or less extent by existing or pre- 
existing arrangements and in many cases by 
much less liberal financial support than Duke 
University Medical Center enjoyed. There- 
fore, Duke University Medical Center occu- 
pied a unique and indeed enviable position 
of eminence as a leader in elevating the stand- 
ards of medical education and medical care 
in the South. 


How well it has accomplished that leader- 
ship and discharged that responsibility is 
clearly shown by the record. The Duke Uni- 
versity Medical Center has completed 28 years 
of service to the South, to the nation and to 
mankind everywhere. This has occurred dur- 
ing one of the most rapid and extensive 
periods of change in the field of medicine 
of which we have record. It has coincided 
with an equally rapid change in our society, 
political, economic and social, including a 
devastating World War and an almost equally 


MAY 1959 


disturbing absence of war. During this time 
the Duke University Medical Center has 
maintained its position of leadership and ex- 
cellence, still constituting an example of en- 
lightened, progressive medical education and 
medical care. The position and contribution 
of the Duke University Medical Center and 
the Duke Endowment Hospital Program are 
no less impressive and in leaving the details 
of this record to the distinguished speaker 
of the afternoon, I do not in any way exclude 
it from my remarks this morning. 

Institutions such as medical schools age as 
do persons. They are born, grow and mature 
as do men, partly because they are composed 
of men who are an active, dynamic part of 
the institution. Unlike a man, however, they 
are capable of continued and recurring vigor, 
in part by the existence of that other dynamic 
element of an institution, principles, ideals, 
and constructive concepts, and in part by 
the replacement of men by younger men, 
somewhat as mankind renew its vigor by 
succeeding generations. 

It is by these means that the Duke Uni- 
versity Medical Center has maintained youth- 
ful vigor along with mature judgment and 
understanding. It is by these means that she 
has met the challenge of the times by ad- 
justing the curriculum to meet the demands 
of changing society, new patterns of disease 
and new needs of medical care. It is by these 
means that it has continued to graduate well 
educated students, adequately equipped for 
graduate and postgraduate education and 
training, eventually to become excellently 
qualified and competent practitioners, teach- 
ers and investigators. It is by these means 
that the Medical School has maintained the 
high quality, and greatly increased the vol- 
ume of scholarly research, and as a result 
established herself as an institution eminently 
qualified to receive impressive grants for ad- 
ditional research as shown by the recent 
award for research in the field of geriatrics. 


It seems apparent to me that the success of 
the Duke University Medical Center in these 
fields can be related closely to its character 
as a University School of Medicine. Let us 
compare these with those I have previously 
listed. Certainly its administrative organiza- 
tion and relationship are those of the other 
colleges and schools of the university. Excel- 
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lent communication between the School and 
the University administration is apparent. 
Good cooperation and coordination with 
other disciplines and departments of the uni- 
versity exist. Mutual participation in the 
teaching and research activities occur, and 
the School and Hospital benefit by utilizing 
the other resources and facilities of the Uni- 
versity. Effective cooperation and correlation 
of activities of faculty and administration 
are evident in the curriculum and work of 
the departments. 


It can be agreed then, I think, that not 
only does Duke possess these characteristics 
of a university school of medicine but that 
they are responsible, together with enlight- 
ened, farseeing and imaginative leadership, 
for its success. It is also true that it is to these 
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characteristics, to the extent they have them, 
that other schools, following the example of 
Duke have also achieved success in medical 
education and research. 


As Duke has been a great leader in the 
university type of medical education so it will 
continue to be, maintaining the principles 
and standards of education and scholarship. 
To it the South and the nation will continue 
to look for example, for inspiration and for 
leadership. 
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FACTS ABOUT OUR NEXT CONVENTION CITY 


Atlanta’s splendid transportation facilities make it one of the nation’s central 
distribution points. There are 13 main lines of seven railway systems with 70 pas- 
senger trains per day. Over 250 merchandise and package cars originate in and move 
out of Atlanta daily over these lines with direct routing of merchandise to and from 


the city in any direction. 


Sixteen major air transport routes from Atlanta, with 388 mail, passenger and 
cargo planes go in and out daily. Atlanta has over 100,000 air passengers per month. 
Atlanta is served by three exclusive air freight lines, Aaxico, Delta, and Riddle. The 
Air Express Division of the Railway Express Agency is served by six major air lines 
having direct connection with 27 other truck lines affording speedy distribution to the 


Atlanta area. 


There are 350 scheduled busses in and out of Atlanta daily; 70 regulated fixed 
route lines serve the city with daily schedules. 


Passengers of Metropolitan Atlanta are carried by a fleet of 426 trackless trolleys 
and 213 motor busses, over a 504 mile route. Approximately 600 taxicabs and cars are 


for hire in Atlanta. 


With all the conveniences of transportation, there is no reason why we should 
not have one of the best meetings ever attended in the South. 
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Clinical Experiences with Chlorothia- 


zide in the Treatment of Hypertension 
in Pregnancy: A Preliminary Report* 


HOWARD A. NOVELL, M.D., and 


ELIZABETH VAUGHN, M.D.,t Miami, Fla. 


From this preliminary study it appears that chlorothiazide may be a helpful aid 


in the symptomatic treatment of preeclampsia. 


HisToricaty, all treatment of toxemia of 
pregnancy has been directed at the reduction 
of hypertension and the removal of edema. 
Clinicians are constantly vigilant for the ad- 
vent of new therapeutic agents in the treat- 
ment of these symptoms. A relatively new 
organic compound, chlorothiazide** (Diuril, 
chloro-7-sulfamyl- 1,2,4 -benzothiadiazine, -1,1- 
diozide) has been used successfully in promot- 
ing sustained diuresis in cirrhosis, nephrosis, 
congestive failure, and chronic renal disease. 
Its chemical structure is similar to the sulfon- 
amides, which have an action of carbonic 
anhydrase inhibition, but the mode of action 
of chlorothiazide resembles rather the mer- 
curials in interfering with the reabsorption of 
water electrolytes from the renal tubules. In 
addition, it has been noted recently that 
chlorothiazide potentiates the action of the 
hypotensive drugs and even exerts a hypoten- 
sive action of its own. It would seem, then, 
that chlorothiazide, with its ability to pro- 
mote adequate diuresis and depress blood 
pressure, would be an ideal therapeutic agent 
in the management of the symptoms of pre- 
eclampsia, eclampsia, and hypertension associ- 
ated with pregnancy. With this thought in 
mind, a study was initiated at the University 
of Miami School of Medicine, at the Jackson 
Memorial Hospital, in January, 1958. 


*Read before the Section on Obstetrics, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 

+From the Department of Obstetrics-Gynecology, University 
of Miami School of Medicine and Jackson Memorial Hospital, 
Miami, Fla. 

Supported in part by a grant-in-aid from Merck Sharp and 
Dohme, West Point, Pa. 


**Diuril was supplied by Merck Sharp and Dohme, West 
Point, Pa. 
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Methods and Materials 


All patients admitted to the Obstetric 
Service having hypertension, edema, and/or 
albuminuria were considered subjects for this 
study. 

To date 212 patients were treated with 
chlorothiazide, of whom 48 unselected ones 
were thoroughly studied. Thirty-eight of these 
were classified according to the American 
Maternal Welfare Committee classification as 
preeclampsia, of whom 19 were severe and 19 
mild. Ten additional patients had chronic 
hypertensive vascular disease with superim- 
posed preeclampsia. All patients in the study 
were weighed daily and 24 hour urinary out- 
put determined. Urinary sodium, potassium, 
chlorides and pH were determined daily, as 
were also, serum sodium, potassium and chlo- 
rides. Blood pressure readings were recorded 
graphically for each patient and the response 
to chlorothiazide carefully noted. All patients 
were observed in the hospital for study for a 
period of 7 days. 


Patients under study were given a single 
daily oral dose of 500 mg. of chlorothiazide. 
Those with markedly elevated or rising blood 
pressure were given an intravenous infusion 
of 1,000 cc. of 5% glucose in distilled water 
containing hydralazine (Apresoline) 20 mg. 
and of Veratrum viride alkaloids as cryptena- 
mine (Unitensen) 5 mg.; the blood pressure 
was titrated to the range of 140/100. Subjects 
with less severe blood pressure were given 
tablets of hydralazine 50 mg. and alkaloids of 
Rauwolfia serpentina 0.2 mg. (Apresoline- 
Serpasil) every 6 hours until the blood pres- 
sure was stabilized at normotensive levels. It 
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TABLE 1 
THERAPY TO CONTROL HYPERTENSION—INITIAL THERAPY 
Chlorothiazide with Chlorothiazide with 

Chlorothiazide I.V. Apresoline (10 mg.) Oral Apresoline (25 mg.) 
Classification Alone and Unitensen (2.5 mg.) and Serpasil (0.1 mg.) 
Severe preeclampsia 5 13 1 
Mild preeclampsia 18 1 0 
Hypertensive with superimposed preeclampsia 1 6 3 

THERAPY TO CONTROL HYPERTENSION—MAINTENANCE THERAPY 

Severe preeclampsia 14 0 5 
Mild preeclampsia 18 0 3 
Hypertensive with superimposed preeclampsia 2 0 8 


became apparent almost at the outset of the 
study that patients receiving chlorothiazide 
simultaneously with these dosages of hypoten- 
sive drugs had a rapid and often severe de- 
pression of their blood pressures, often neces- 
sitating the use of pressor substances. Our 
previous experience in the use of these hypo- 
tensive agents with other diuretic substances 
had not produced such vasodepressor action 
and therefore this finding came somewhat un- 
expectedly. Accordingly, we lowered our in- 
travenous dosage of hydralazine to 10 mg., 
and cryptenamine 2.5 mg., and our oral medi- 
cation to tablets containing Apresoline 25 mg. 
and Serpasil 0.1 mg. These dosages of the 
hypotensive drugs seemed optimum, after 
numerous trials, to control the elevated blood 
pressure without producing shock or the haz- 
ard of oliguria when used in conjunction 
with chlorothiazide. 


Results 


Our experience to date has suggested that 
chlorothiazide is a superior diuretic. It seems 
to promote excretion of sodium and chloride 
in almost equimolar concentrations and to 
preferentially retain potassium over the other 
cations. Ours is a large county hospital which 
acts as a receiving center for most of the indi- 
gent of our area. Since most of our toxemic 
patients are unregistered and are admitted to 
the obstetric unit in labor or begin labor 
soon after admission, it is difficult to obtain 
patients for the study whose signs and symp- 
toms are not influenced by delivery. Confir- 
mation of our observations concerning the 
quality of diuresis, weight loss, and electro- 
lyte excretion must await our study of a 
larger number of antenatal toxemic patients 
who are not delivered while under study. 
These results will be reported in a subsequent 
communication. 


The therapy used to control hypertension 
in all categories of toxemia of pregnancy is 
illustrated in table 1. It can be seen that 5 of 
the 19 severe, and 18 of the 19 mild pre- 
eclamptic patients were stabilized successfully 
on chlorothiazide alone without the adjunc- 
tive use of hypotensive drugs. This was ac- 
complished initially during the acute phase of 
blood pressure elevation. 

Figure | is an illustrative case (G.P.) of the 
effect on blood pressure of chlorothiazide 
alone in a patient with severe preeclampsia 
at 34 weeks gestation. After 6 hours on bed- 
rest alone, the systolic pressure only dropped 
10 mm. Hg. and the diastolic pressure was 
unchanged. One and one-half hours after the 
administration of a single dose of chlorothia- 
zide orally the blood pressure had fallen to 
normotensive levels. Kept on the same dosage 
daily the patient was maintained at these 
levels with minor elevations for 7 days and 
discharged undelivered. Figure 2 represents a 
mild preeclamptic patient (G.G.) whose blood 
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FIG. 2 FIG. 3 
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pressure was depressed to normal levels 2 80 
hours following an oral dose of chlorothiazide 
and was maintained with one additional dose 60 


the following day until delivery 36 hours 
later. D.S. (Fig. 3) is another mild preeclamp- 
tic patient whose blood pressure graph is 
shown. Two hours following a 500 mg. tablet 
of chlorothiazide her blood pressure dropped 
to a normal level and was stabilized there 
until delivery 7 hours later. Two hours fol- 
lowing delivery the patient’s blood pressure 
rose to 170/110 and a second tablet of chloro- 
thiazide was given. One hour later the pa- 
tient’s pressure was again recorded as normal. 
These representative responses to the admin- 
istration of chlorothiazide alone suggest that 
this drug has an inherent hypotensive effect 
which is rapid and prolonged even with the 
superimposed stress of labor. 

In those patients requiring the addition of 
hypotensive agents to chlorothiazide for the 
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control of elevated blood pressure, the dose 
of these agents was half that necessary when 
acetazolamide (Diamox) was employed as the 
diuretic (Table 3). Likewise it can be seen 
from this table that maintenance therapy for 
hypertension in pregnancy was_ simplified 
over previous types of treatment in that 14 of 
the 19 severe and 18 of the 19 mild pre- 
eclamptics were controlled on chlorothiazide 
alone. In addition, 2 of the 10 chronic hyper- 
tensive patients in this series were maintained 
on chlorothiazide without the necessity of 
sedatives or vasodepressor drugs. 


Seven patients under study were discharged 
undelivered and sent home without further 


TABLE 2 
TIME OF BLOOD PRESSURE RESPONSE—CHLOROTHIAZIDE STUDY 


Chlorothiazide 
Alone 


Under Under 
lr. 1 Hr. 2 firs. 3 Firs. i Bir. 


Severe preeclampsia 

(B.P. 140/100) 

No. cases 1 3 1 
Mild preeclampsia 

(B.P. | 140/100) 

No. cases 4 8 7 
Chronic hypertensives with 

superimposed preeclampsia 

(B.P. > stable) No. cases 1 


Chlorothiazide + 


Chlorothiazide +- 
Oral Apresoline (25 mg.) 


1.V. Apresoline (10 mg.) 


and Unitensen (2.5 mg.) and Serpasil (0.1 mg.) 
1 Hr. 2Hrs. 3 Hrs. 4Hrs. 7+ Hr. 7+ Hr. 
4 1 1 
2 1 1 1 3 
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TABLE 3 
TIME OF BLOOD PRESSURE RESPONSE—CHLOROTHIAZIDE STUDY 

ime Required 
to Stabilize Chlorothiazide 500 mg. + Acetazolamide 250 mg. + 
B.P. at I.V. Apresoline 10 mg. + I.V. Apresoline 20 mg. + 
140/100 mm. Hg. Unitensen 2.5 mg. Unitsen 5 mg. 

No. of Cases Per Cent No. of Cases Per Cent 

Under 1 hour 2 11.2 4 4.9 
1 hour 4 22:8 13 15.8 
2 hours 9 50.0 15 18.3 
$ hours 1 5.5 14 17.1 
4 hours 1 5.5 9 11.0 
5 hours 3 3.6 
6 + hours 1 5.5 24 29.3 

Total 18 100.0 82 100.0 


medication. Two of the 7 were chronic hyper- 
tensive patients and had reached stable but 
not normotensive levels while under therapy. 
The remaining 5 patients were discharged 
with normal blood pressures. One patient did 
not return for delivery. Of the remaining 6 
who were readmitted for delivery, in periods 
ranging from 4 to 82 days, all but the patient 
who delivered 4 days after the initial hospit- 
alization returned with hypertension. All of 
the patients in this study who were delivered 
during their first hospital admission had an 
average elapsed time between the administra- 
tion of chlorothiazide and delivery of 24.7 
hours. This is ample time for the effects of 
the drug to be observed validly without the 
introduction of those factors incident to deliv- 
ery which might serve to lower the blood 
pressure. 


The response of the blood pressure to 
chlorothiazide alone or in combination with 
other drugs is shown in table 2. With the ex- 
ception of 3 cases of severe preeclampsia (one 
receiving chlorothiazide alone, one receiving 
chlorothiazide and the hypotensive infusion, 
and one receiving oral hypotensives plus chlo- 
rothiazide), stabilization of blood pressure was 
secured in all preeclamptic patients in the 
study within 2 hours following the onset of 
treatment. Those in the chronic hypertensive 
group required a longer period to attain sat- 
isfactory response. The quality of response in 
blood pressure was better in the majority of 
cases employing the half-dose of hypotensive 
drugs and chlorothiazide than that observed 
in a previous study? in which the full dose of 
depressor agent and acetazolamide was used. 
The comparative time required to achieve 
depression of the blood pressure to the range 
of 140/100 by these separate therapeutic 


combinations is seen in table 3. The series of 
cases using acetazolamide is from a previous 
study,? and while disproportionate in num- 
ber, is probably valid. This table illustrates 
that 83.5% of the patients receiving the half- 
strength hypotensive infusion and chlorothia- 
zide achieved stabilization of the blood pres- 
sure within 2 hours of therapy, whereas only 
39% of those receiving full strength hypoten- 
sive infusion and acetazolamide showed a 
comparable response. 


The responses of blood pressure in 7 mild 
preeclamptic patients selected at random, and 
receiving chlorothiazide as their sole medica- 
tion were compared with an equal number of 
mild preeclamptics who had received full 
strength medication orally of Apresoline- 
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Serpasil and acetazolamide. This comparison 
was plotted for a 12 hour period following 
the first dose of the respective drugs in each 
category; this period was in all cases prior to 
delivery. The results of this comparison are 
shown in figure 4, which is a composite graph 
of the responses of blood pressure in 7 pa- 
tients in each category. Patients receiving 
chlorothiazide alone had a more rapid de- 
pression and maintained a lower pressure 
than did those receiving orally hypotensive 
drugs plus acetazolamide. 


The reduction in mean arterial pressure in 
patients receiving chlorothiazide as their sole 
treatment for hypertension was 16 per cent. 
Systolic and diastolic blood pressure reduction 
is illustrated in table 4. The hypertensive and 
severe preeclamptic groups showed the great- 
est systolic reduction. Systolic and diastolic 
reduction was about equal in the mild pre- 
eclamptic group. Some of these patients de- 
livered during this 24 hour period and deliv- 
ery was quite possibly responsible for the 
diminution in blood pressure in these patients 
subsequently. However, we thought it might 
be of interest to the reader to see the response 
of the blood pressure in such a group of tox- 
emic patients as one might ordinarily wish to 
treat with chlorothiazide during labor. This 
data will be reviewed more critically when we 
have had enough time to accumulate suffi- 
cient controls. 


Twelve additional patients at term, who 
had none of the stigmas of toxemia, were also 
given a daily 500 mg. oral dose of chlorothia- 
zide and in none was a depression of blood 
pressure noted. One severe preeclamptic pa- 
tient, with an initial pressure of 150/110, was 
given 250 mg. of chlorothiazide intravenously. 
Within one hour her blood pressure dropped 
to 124/95 without the use of hypotensive 
drugs or sedatives. 


TABLE 4 


AVERAGE BLOOD PRESSURE REDUCTION ON 
CHLOROTHIAZIDE ALONE 
Ist 24 HOURS THERAPY 
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Systolic Diastolic 
(Av.mm.Hg. (Av.mm. Hg. 

Classification Reduction) Reduction) 
Severe preeclampsia 

(5 cases) 41 29 
Mild preeclampsia 

(18 cases) 19.5 20.5 
Hypertensive with superimposed 

preeclampsia (1 case) 50 14 


MAY 1959 


No paresthesias, dermatoses, or allergic 
manifestations were noted in this series of 
patients. Nausea and/or vomiting did not oc- 
cur in any patient receiving chlorothiazide. 
Postural hypotension reported by other au- 
thors with the use of chlorothiazide was not 
found in any of the patients in our study. On 
the basis of careful daily clinical observations 
and determination of serum electrolytes there 
was no evidence of hyponatremia or hypo- 
chloremia of such level as the result of chloro- 
thiazide therapy as to require replacement. 
No patient developed significantly lowered 
potassium levels.* 


Discussion 


Investigators!,34 have reported on the clini- 
cal effectiveness of chlorothiazide in promot- 
ing water and sodium excretion in diseases in 
which edema is an important component. 
Several authors®-* have discussed these prop- 
erties in relation to the treatment of toxemia 
of pregnancy. Little emphasis has been placed 
on the effectiveness of chlorothiazide as a 
hypotensive agent in its own right or its 
marked potentiation of the action of the cen- 
trally acting hypotensive agents (hydralazine, 
Rauwolfia, and veratrum). It is the purpose 
of this preliminary report to stress this desir- 
able action of chlorothiazide in the manage- 


*However, one patient, not in this study, was re- 
cently seen in our emergency ward with mild pre- 
eclampsia and was given ten 500 mg. chlorothiazide 
tablets with instructions to take one tablet daily. She 
returned 14 days later with severe muscular weakness, 
disorientation, and hyporeflexia. Her serum potas- 
sium was 1.9 mEq/L. No evidence of hepatic or renal 
disease, dehydration, or primary aldosteronism could 
be demonstrated. While we have no accurate account 
as to the actual amount of chlorothiazide taken, or 
the status of her diet as to its adequacy for potassium, 
in the absence of other predisposing causes we are 
inclined to believe that chlorothiazide therapy at least 
contributed to this patient’s hypokaliemic state. This 
patient is still hospitalized and under treatment for 
her hypokaliemia. There has not been, therefore, suf- 
ficient time for complete study and follow-up. Further 
investigation of this patient’s history, familial ten- 
dency to hypokaliemia, and response to treatment is 
being made and will be reported in detail at a later 
date. We feel, however, that we should report this 
case for, in the absence of contrary findings, the pro- 
duction of hypokaliemia in this patient is responsible 
for the slight reservation we make when we state that 
the use of chlorothiazide is without danger. Adequate 
replacement therapy with potassium has returned this 
patient’s sensorium, muscular power, and reflexes to 
normal. 
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ment of hypertension occurring in pregnancy, 
since its hypotensive effect may prove of 
greater import than its diuretic action. 

We are aware that bedrest alone will often 
result in reduction of edema and diminution 
in blood pressure. However, since the major- 
ity of our patients went into labor within 24 
hours of admission, one would expect that the 
stress of labor would tend to elevate blood 
pressure even while on bedrest. Despite this a 
small number of severe preeclamptic patients 
and the majority of mild preeclamptic pa- 
tients had hypertension adequately controlled 
by chlorothiazide alone, even with the advent 
of labor. It has also been thoroughly substan- 
tiated that loss of water and sodium in them- 
selves result in some reduction of blood pres- 
sure and serve to make sedative and vaso- 
depressor substances more effective. If the re- 
duction of blood pressure observed in this 
study were simply due to the diuretic action 
of chlorothiazide, one would expect that acet- 
azolamide, an effective diuretic agent, would 
produce similar if not equal effects. That this 
is not so is illustrated by the data that ap- 
proximately twice the percentage of patients 
receiving chlorothiazide had a satisfactory re- 
duction of blood pressure in 2 hours as did 
those receiving acetazolamide. Not only was 
the blood pressure response more rapid with 
chlorothiazide, but in those patients requiring 
hypotensive drugs only half their quantity 
was necessary to produce an effect when chlo- 
rothiazide was used, as compared to the 
amount needed when acetazolamide was the 
diuretic agent. The use of chlorothiazide 
diminishes the hazard of toxicity and the side 
reactions of hypotensive drugs, and with a 
lesser dose of these necessary drugs effects a 
satisfactory diminution in blood pressure. 

The data in this study also suggest that 
chlorothiazide, when used alone, is more ef- 
fective than when oral hypotensive drugs and 
acetazolamide are used together. This further 
substantiated the impression that the hypo- 
tensive action of chlorothiazide is distinct 
from its diuretic activity. The hypotensive 
activity of this drug is illustrated also in the 
patient given the drug intravenously with a 
rapid subsequent fall in blood pressure. In 
this series of patients the hypotensive activity 
of the drug precedes marked diuresis by as 
much as 8 hours; thus, the reduction in pres- 
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sure cannot have been the result of loss of 
fluid and electrolytes. Other investigators 
have commented on the distinct diuretic and 
hypotensive activity of this drug. Wilkins? 
noted a definite hypotensive effect of chloro- 
thiazide in 9 of 17 hypertensive patients when 
the drug was used alone, and in 19 of 23 
hypertensive patients when used in conjunc- 
tion with other hypotensive drugs. He also 
remarks that its ability to reduce blood pres- 
sure in the hypertensive patient is not de- 
pendent on its ability to produce diuresis. 
Finnerty® reported a reduction of mean ar- 
terial pressure in toxemic patients in 23% of 
cases, compared to the 16% reduction seen in 
our patients. 


Chlorothiazide does not represent a cure of 
hypertension in pregnancy. The majority of 
patients in this study who were treated suc- 
cessfully and discharged undelivered returned 
at term with an elevated blood pressure. 
However, the drug does give us another 
means of controlling hypertension in preg- 
nancy and of potentiating hypotensive drugs 
in the more severe and resistant elevations of 
pressure. Although we have not observed any 
unequivocal toxicity or untoward side effects 
in patients in this series, the finding of hypo- 
kaliemia in one toxemic patient receiving 
chlorothiazide suggests that we should exer- 
cise caution in its use whenever the possibility 
of potassium deficiency exists. Patients with 
dehydration, chronic hepatic or renal disease, 
adrenal cortical hyperfunction, on potassium- 
poor diets, or maintained for long periods on 
intravenous fluids would be predisposed to 
the development of hypokaliemia if any diu- 
retic is used. The lack of refractoriness of pa- 
tients to the continued use of chlorothiazide 
as regards the maintenance of normal blood 
pressures encourages us in its use. 


Conclusion 


We realize that the number of cases pre- 
sented in this preliminary report is small, and 
we do not intend that our observations be 
regarded as final but rather as a suggestion 
that chlorothiazide may be useful as based on 
our experiences to date. Our study is continu- 
ing both with regard to the hypotensive, the 
diuretic and the electrolyte excretory effects 
of the drug. A further report will follow the 
conclusion of this investigation. If our future 
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studies substantiate our past experiences, 
chlorothiazide will represent a distinct ad- 
vance in the management of hypertension in 
pregnancy, for in a single drug we will have 
both a potent diuretic and a hypotensive 
agent to effectively combat the symptoms we 
most fear in toxemia. 


Summary 


A preliminary report is presented in the 
use of chlorothiazide in 212 patients having 
toxemia of pregnancy. Forty-eight of these 
were subjected to careful daily laboratory 
tests and clinical observation for a period of 

days, and the results of this study com- 
mented upon. Evidence is presented in this 
preliminary report that chlorothiazide: (1) 
may have distinct and separate diuretic and 
hypotensive properties in the pregnant hyper- 
tensive patient; (2) may be effective in con- 
trolling elevated blood pressure either alone 
or in combination with centrally acting hypo- 
tensive drugs; (3) appears to potentiate the 
action of hypotensive drugs; and (4) produces 
no untoward side effects, and toxic effects, if 
they do occur, are uncommon. 
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Discussion (Abstract) 


Dr. James G. Mule, New Orleans, La. Dr. Novell 
and associates have justly emphasized the importance 
of hypertension together with sodium and water re- 
tention in patients with acute toxemia of pregnancy. 
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Since vasospasm is a common denominator in this dis. 
ease process, it is quite proper that attention has been 
focused on those agents which combat this altered 
physiologic mechanism of pregnancy. 

Therefore, it is with great interest and enthusiasm 
that we, who are interested in the physiologic therapy 
of acute toxemia, review the preliminary results of 
these authors. The lowering of blood pressure and the 
accompanying diuresis by the use of chlorothiazide is 
of great significance. I feel that when future basic 
studies indicate that Diuril does not decrease blood 
flow to vital organs, but does decrease vascular re- 
sistance and simultaneously safely promotes diuresis 
Dr. Novell and his associates will have contributed a 
great deal in directing attention to this agent for the 
therapy of toxemia. 

The use of hydralazine (Apresoline) and cryptena- 
mine (Unitensen—a mixture of two purified alkaloids 
of Veratrum viride) by the authors has also proved to 
be of great value in the treatment of this entity. That 
this combination of agents is physiologic in combating 
vasospasm has been demonstrated by the basic study 
of cerebral circulation and metabolism by Dr. McCall. 
Under the latter’s direction, this blend of vasodilator 
agents is presently in use on the Louisiana State Uni- 
versity Division of Obstetrics in Charity Hospital, New 
Orleans, in all phases of toxemia when hypertension 
is of significance. However, the concentration of these 
drugs in solution for titration is twice that used by the 
authors. This fact may explain the more rapid (usually 
within one hour) decline in blood pressure experi- 
enced by the patients treated in Charity Hospital. In 
addition, Apresoline has been credited with the pro- 
duction of an increase in renal blood flow and subse- 
quent diuresis. These facts are not altered by the 
combination with Veratrum viride. 

This method of therapy has obviated the necessity 
for heavy sedation which often has severely and un- 
desirably effected depression of respiration and blood 
flow to vital organs as well as to the fetus. I would 
like to question Dr. Novell about the use and amount 
of sedatives given the patients treated with chloro- 
thiazide alone and in combination with vasodilators. 


Dr. Novell (Closing). In reply to Dr. Mule’s ques- 
tion, no additional sedative drugs were given to pa- 
tients included in this study so the hypotensive effect 
of the drug would not be modified. This was true 
both prepartum and intrapartum. Dr. Mule makes 
mention of the fact that the hypotensive mixture used 
at Charity Hospital is twice the strength of that at 
Jackson Memorial Hospital. This was done purposely 
so as not to produce rapid and sometimes severe hypo- 
tension with resulting oliguria or anuria. I thank Dr. 
Mule for his kind remarks and searching analysis of 
this problem. 
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Errors in Prognosis: Status of Patients from 


Whom Spouses Were Granted Divorces as ‘Permanently and 


Incurably Insane with no Hope of Recovery’’* 


IRENE L. HITCHMAN, M.D., Sykesville, Md. 


In the past several decades medicine has progressed so rapidly that predictions made upon 
occasion may be proven false a year later. The dramatic effect of the ataractic drugs 

in psychoses has not made its impression upon the profession outside of psychiatric 
circles. This paper points up one significant aspect of such therapy. 


IT HAS ALWAYS BEEN DIFFICULT to make a valid 
prognosis of psychiatric disorders, and it has 
happened occasionally that we saw a patient, 
whom we had not expected to improve, re- 
cover from his illness, and vice versa. For the 
past three years, however, coinciding with the 
intensive use of ataractic drugs, our ability to 
predict the course of a chronic psychosis has 
decreased to an embarrassing degree. 


The purpose of this paper is to report a 
number of cases in which I have testified in 
Court to the effect that the patient is perma- 
nently and incurably mentally ill, thereby en- 
abling the spouse to secure a divorce on 
grounds of insanity. Subsequently, these pa- 
tients were treated with ataractic drugs, im- 
proved, and returned to the community where 
they are living active lives and are self- 
suppporting. 

A divorce may be granted in Maryland 
“when either husband or wife has become 
permanently and incurably insane, has been 
confined in a mental hospital for a period of 
not less than three years, and two or more 
physicians competent in psychiatry testify that 
such insane person is permanently incurable 
with no hope for recovery.” 


I have collected six cases in which my pre- 
diction of permanency and_ hopelessness 
proved to be wrong, and I would like to pre- 


sent three brief case histories to illustrate my 
point. 


Case 1. (No. 23360) A 46 year old, twice-married. 
Protestant housewife was admitted to Springfield State 
Hospital in April, 1951, with a diagnosis of paranoid 


*Read before the Section on Neurol and Psychiatry, 
Southern Medical Association, Fifty-Second Annual Meeting, 
New Orleans, La., November 3-6, 1958. 


psychosis. She was suspicious, excessively jealous of her 
husband, with delusions of infidelity and fear of his 
intent to mutilate or murder her. Symptoms began 
approximately 7 years prior to admission, following 
the birth of a son. 

Her father, a carpenter, was described as easy-going; 
her mother, a stern and meticulous woman, committed 
suicide by drowning 4 years prior to the patient’s 
admission. 

The patient had rheumatic fever at the age of 7, 
finished 6 years of schooling, and started work at the 
age of thirteen. She married at 18, had one daughter, 
separated from her husband after 7 years of marriage. 
She married the second time, at the age of 33, a man 
8 years her junior. 

During her stay in the hospital, the patient’s para- 
noid ideas continued, and she had hallucinations of 
hearing, taste and smell. There were bizarre sexual 
delusions necessitating her residence on a closed ward. 
In 1954, the patient requested a writ of habeas corpus 
and at a Court hearing was found to be of unsound 
mind with subsequent commitment by Court order. At 
about the same time the husband instituted divorce 
proceedings, and her treating physician and I testified 
that the patient had to be considered permanently ill. 


One year later, in June, 1955, treatment with chlor- 
promazine was instituted and the patient received be- 
tween 250 and 400 mg. daily. She responded slowly at 
first, but in the course of time she was able to move 
to an open cottage and could take part in ward activ- 
ities. Commensurate with her improvement, her work 
assignments were changed, and finally she was able to 
do responsible work as a helper in the laboratory. She 
left the hospital through Foster Care placement in 
Feb., 1957, about a year and a half after chlorproma- 
zine therapy was instituted, and immediately found 
employment as a drug store clerk. She was discharged 
in Mar., 1958, and advised to continue on chlor- 
promazine, 100 mg. a day. 

Case 2. (No. 25091) A 32 year old, separated, Cath- 
olic man, was first admitted to the hospital in Feb., 
1950, diagnosed schizophrenic reaction, paranoid type. 
He was suspicious, carried a loaded rifle, and was 
threatening to kill the men he imagined went out with 
his wife, from whom he was separated. 
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The patient’s family were of Bohemian stock. The 
paternal grandfather was a heavy drinker; a paternal 
great-uncle died in a mental hospital, and a paternal 
uncle was a patient in our hospital. The father died 
at the age of 39 of tuberculosis; he was a good pro- 
vider but drank heavily. The mother was described as 
overprotective. The patient was the eldest of five 
siblings. He had to leave school at the end of the 8th 
grade to take care of the family hardware store. Sub- 
sequently he worked in a garage, aircraft factory, the 
City Fire Department, and at the time of admission 
as an insurance agent. His first marriage ended in 
divorce after 5 years. He married a second time in 
Oct., 1948, and a few months later paranoid symptoms 
became apparent. Insulin coma treatment given short- 
ly after admission to the hospital was unsuccessful. 

At a Court hearing in Mar., 1951, the jury could 
not decide whether he was or was not insane, and be- 
fore a second Court hearing could be set, the patient 
left the hospital without permission and was dis- 
charged from our files one year later. 

The patient was admitted for the second time in 
1953 as a transfer from St. Elizabeth’s Hospital in 
Washington, D. C., to which he had been sent after he 
had gone to the White House and insisted on seeing 
the President. He voiced many bizarre delusional ideas 
about electronics and radioactivity. He wore a rubber 
vest and headband to protect himself from being elec- 
trocuted by rays and stuffed cotton or paper in his 
ears and nose to shield his head from electrical cur- 
rents. He wrote numerous letters to high officials, 
national and international, claiming he was being held 
illegally and requested that he be questioned in Court 
in a porcelain-lined insulated tank without connec- 
tions to the outside so no one could influence his 
brain waves. 

A series of electroshock treatments produced no 
great improvement. In June, 1954, the patient re- 
quested a second Court hearing and this time the jury 
found him insane and he was remanded to the hos- 
pital. In Apr., 1955, he was started on reserpine ther- 
apy for a period of 3 months. Later chlorpromazine 
was added for 9 months, followed by chlorpromazine 
alone, 600 mg. a day. Improvement was very gradual 
and approximately 2 months after the beginning of 
drug therapy I, having examined the patient to testify 
at a divorce hearing instituted by the wife, wrote: 
“This improvement is not a basic one affecting his 
delusional system but rather due to the damping and 
tranquilizing effect of the drugs. He is basically as 
sick as he was a year ago but his reactions to his delu- 
sions have changed. For that reason I feel that the 
patient is to be considered permanently ill in spite of 
some improvement in his behavior.” 

Under continued drug treatment the patient im- 
proved further, and he left the hospital in 1956 on a 
maintenance dosage of 300 mg. chlorpromazine daily. 
With permission of the Court he was discharged in 
Oct., 1957. He worked several months as a night 
filling-station attendant but has since taken up carpen- 
tering and brick-laying. When last seen in our out- 
patient clinic he had a car, was well groomed, in good 
spirits and appeared fully recovered. We have recently 
learned that the patient married again. 


Case 3. (No. 21144) A 38 year old, Protestant, mar- 


ried housewife, was admitted in Nov., 1947, with a 
diagnosis of schizophrenic reaction, paranoid type. She 
had been ill for the preceding 2 or 3 years, communi- 
cating with a dead brother and preoccupied with re. 
ligious ideas. She became worse following the birth of 
her child and hospitalization became necessary. 

The patient’s father is described as having been ex. 
tremely strict and domineering, the mother quiet and 
reserved. The patient was fifth in a sibling group of 
six in a middle-class family. After graduation from 
high school she became an expert comptometer oper- 
ator. A brother, who had studied medicine and had 
been in a mental hospital, had committed suicide 8 
years previously. One maternal aunt committed suicide 
and another had been in a mental hospital. 

After admission the patient experienced only brief, 
temporary relief from electroshock therapy. During the 
ensuing years she remained seclusive, suspicious, with- 
drawn, with no interest in her appearance or sur- 
roundings. On occasion she became assaultive in re- 
sponse to hallucinations. In 1952, another physician 
and I testified at a divorce hearing that the patient 
was permanently and incurably insane. The divorce 
was granted and custody of the child awarded to the 
father. 

Three years later, in July, 1955, the patient was 
started on chlorpromazine therapy, 200 to 400 mg. 
daily. By Apr., 1956, 10 months later, the patient had 
regained contact with reality, participated in construc- 
tive activities, and left the hospital in care of a single 
sister who had remained at home and had maintained 
an interest im the patient throughout her illness. 

The patient continued on maintenance treatment 
with chlorpromazine, about 75 mg. per day. She was 
discharged from our files in Apr., 1957. At that time 
she requested that she be declared competent again 
and certificates were made out stating that the patient 
is “of sound mind, capable of the government of her- 
self and of the management of her property after hav- 
ing reached a remarkable degree of improvement with 
the help of tranquilizing drugs.” A follow-up report 
states that the patient is well, self-supporting and still 
on maintenance treatment. 


The remaining three cases are similar. All 
six have the following features in common: 
The patients were suffering from schizo- 
phrenic reactions of paranoid type without 
intellectual deterioration. With the exception 
of one, the improvement started only after 
several months of drug therapy. Improvement 
was never dramatic but was at first barely 
noticeable, later gradually becoming more ap- 
parent. If we had discontinued treatment 
after 3 months only one of these patients 
would have shown a significant improvement. 
This points to the importance of prolonged 
drug therapy in chronic mental disorders and 
might explain the discrepancy of therapeutic 
results in different hospitals. With the excep- 
tion of one patient all received chlorproma- 
zine. The average medication in the hospital 
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was about 300 mg. per day, gradually decreas- 
ing to 75 to 150 mg. per day after discharge 
from the hospital. The average duration of 
the illness was 9 years and the average length 
of hospitalization 6 years. 

In addition to drug therapy all patients 
have received assistance from rehabilitation 
and social services which we consider of para- 
mount importance in the improvement of the 
patient. This supportive therapy is needed in 
all cases of prolonged hospitalization. It was 
available to these patients at any time but 
they had never been able to utilize it prior to 
the drug treatment. 

The reactions of the improved patients to 
the divorce and to the testifying physicians 
differed widely. One lady whom I met while 
shopping asked me jokingly, “Do you still 
consider me incurably insane?” A_ second 
young woman is bitter toward the hospital, 
unable to forgive the fact that her husband 
got custody of their only child. A third pa- 
tient seemed to be relieved by the divorce but 
is unhappy about the estrangement of her 
children. Others showed little concern, having 
been separated from their spouses for many 
years. 

I have purposely limited this report to cases 
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in which I myself have testified in divorce 
proceedings and have made an error in prog- 
nosis. There would be many more cases to 
report if I included patients who were de- 
clared incompetent during a Court hearing. 
However, since such proceedings are not final 
and recovered patients can be declared com- 
petent again, an error of prognosis can be 
corrected. 


I do not know how to avoid prognostic 
errors in the future. We are living in a time 
of changing concepts of the etiology and the 
treatment of mental disorders. New chemical 
compounds are being introduced and combi- 
nations of drugs are being tested. A change in 
the wording of the law does not seem desir- 
able at such a time. However, I have lately 
added a phrase to my testimony in divorce 
cases, saying that “at the present state of our 
medical knowledge” the patient has to be con- 
sidered permanently and incurably ill. While 
this does not change the outcome of the pro- 
ceeding, it softens the finality of the state- 
ment and implies that no illness should be 
considered entirely hopeless. In addition, we 
have made it a rule not to testify in divorce 
cases unless the patient has had adequate and 
prolonged treatment with ataractic drugs 
without improvement. 
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The Interrelationship Between Physical 


and Psychic Stress in a Case of 


Sheehan’s Disease: Postpartum Necrosis of the 


Anterior Pituitary* 


JOSEPH D. LICHTENBERG, M.D., Towson, Md., and 


GORDON CADER, M.D., Baltimore, Md. 


THE CLINICAL ENTITY of anterior pituitary 
insufficiency resulting from postpartum necro- 
sis of the anterior lobe of the pituitary gland 
has been recognized since Sheehan’s original 
description in 1939.1 There has been ade- 
quate documentation of its endocrine aspects 
and there has been frequent reference to 
accompanying emotional symptoms and dis- 
orders.!# Only superficial attention, however, 
has been paid to the etiologic and dynamic 
relationship of the glandular dysfunctions to 
the concomitant psychic disorders. 

We have had a unique opportunity to 
observe and treat a patient with a psychotic 
reaction immediately after childbirth who 
proved to have Sheehan’s disease. While psy- 
chotic reactions have been reported as an 
occasional late manifestation of Sheehan's 
disease, to our knowledge this is the first 
case report in which the glandular deficiency 
co-existed with a psychotic episode immedi- 
ately following childbirth. After a brief de- 
scription of Sheehan’s disease, our patient's 
case will be presented in detail. Since she 
was under psychiatric observation throughout 
her illness, many of the dynamics of her 
emotional reaction to her physical illness and 
to her life situation at the time, were dis- 
cernible. Our discussion will deal with the 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fifty-Second Annual Meeting, 
New Orleans, La., November 3-6, 1958. 

From the Baltimore Psychoanalytic Institute and Sheppard 
and Enoch-Pratt Hospital, Towson, Md., and the Department 
of —* Johns Hopkins University Medical School, Balti- 
more, 3 


interrelationship between her physical illness 
and her emotional reactions. We shall em- 
phasize our belief that we must thoroughly 
take into account the patient’s premorbid 
personality in order to understand the effect 
of the emotional and physical stresses. 


Clinical Features 


Sheehan’s disease follows a delivery gen- 
erally marked by trauma, excessive blood loss, 
and some degree of shock.! The seemingly 
increased sensitivity of the anterior pituitary 
to necrosis under such circumstances has not 
been clearly explained. The most reasonable 
speculation suggests that the underlying fac- 
tor is the physiologic gland’s rapid postpartum 
involution following the physiologic hyper- 
trophy of pregnancy. The superimposition of 
hypotension upon the reduction of anterior 
pituitary blood supply brought about by in- 
volution is thought to result in ischemic 
necrosis. 


The clinical characteristics of Sheehan's 
disease1> result from the insufficiency of the 
trophic hormones of the anterior pituitary, 
which ordinarily stimulate the hormonal 
secretion of the ovarian, thyroid and adrenal 
cortical glands. Failure of lactation and loss 
of secondary sexual hair are prominent fea- 
tures. The extent to which the ovarian, thy- 
roid and adrenocortical deficiencies con 
tribute to the clinical picture may vary con 
siderably. In general, hypo-ovarian manifes- 
tations are most common, followed in order 
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by hypothyroid, and hypoadrenocortical 
manifestations. Accordingly amenorrhea, las- 
situde, anorexia, thickened waxy skin, loss 
of scalp hair, cold intolerance, hypoglycemia 
and hypotension may be present. Weight 
loss is unusual or, if present, not prominent; 
the puffy appearance of the hypothyroid 
patient is more common. The full symptoma- 
tology usually develops slowly, and for a long 
time the manifestations are subtle. During 
this time considerable clinical alertness may 
be required to discern them.* Adrenal crisis 
with failure of salt retention has been precipi- 
tated when desiccated thyroid has been given 
without adrenal replacement therapy in cases 
mistakenly diagnosed as only hypothyroid- 
ism.*.6 

Ordinarily the diagnosis is made by a 
demonstration of the deficiency of secretion 
by two or more of the major end-organs— 
the ovarian, thyroid and _ adrenocortical 
glands—rather than the more difficult pro- 
cedure of demonstrating insufficiency of the 
specific anterior pituitary trophic hormones 
—the follicle stimulating, the thyroid stimu- 
lating, and the adrenocorticotrophic hormone. 
However, when thyroid or adrenocortical in- 
sufficiency alone is predominant, stimulation 
of the gland concerned by the appropriate 
anterior pituitary trophic hormone is neces- 
sary to demonstrate that the deficiency is due 
to the necrosis of the anterior pituitary rather 
than a primary deficiency of the thyroid, or 
adrenal cortex. 

Since treatment by replacement of the an- 
terior pituitary trophic hormones is imprac- 
tical, thyroid and adrenocortical hormone 
replacement is used and is sufficient to main- 
tain patients in a relatively symptom-free and 
normally functioning state. The addition of 
ovarian replacement therapy to such a pro- 
gram has little value except when the main- 
tenance of a menstrual cycle is desirable. 


Case Report 


Mrs. B. was 37 years old at the onset of her illness 
following the delivery of a stillborn child in Novem- 
ber, 1955. 


She had grown up in an isolated rural setting in 
Kentucky, the only child of a poor family. Her 
father, who was 41 at the time of her birth, and her 
mother who was 37, were described as hard-working 
people who did without modern conveniences in 
pioneer fashion. He ran his farm with a minimum 
of help until his death at age 80, in 1957. His only 
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form of self-indulgence was to keep his own and the 
patient’s riding horses on the farm long after he had 
stopped riding and the patient had left home. As a 
child the patient enjoyed being outdoors with him 
but feared his temper. “He was a wonderful man 
as long as you did what he wanted, but if you crossed 
him he had an awful temper. I never crossed him.” 
The patient’s mother kept the house spotless, had 
few interests outside her home and family, and infre- 
quently visited the nearby town. Both parents were 
physically healthy. 

Mrs. B.’s early growth was normal. She seldom 
played with other children until she began school 
at age 6. To attend school she had to walk a con- 
siderable distance and then take a bus. She was shy 
and frightened. Her usual quiet, obedient disposi- 
tion was accentuated by the corporal punishment 
inflicted on the disobedient children, and by her 
father’s warning that for every whipping she got in 
school he would give her another when she got home. 
Her teachers described her as a model of deportment. 


Physically the patient was a healthy, wiry, long- 
legged girl with uncut hair in braids. Menses began 
at age 12 with a regular 28 day cycle and occasional 
mild dysmenorrhea. 

She was a good student, became less shy, dated, 
took part in school plays, and graduated from high 
school at age 17. Her favorite activity was to accom- 
pany her father about the farm on horseback. She 
remembers being very angry with him because he 
insisted she ride a mare instead of the stallion she 
preferred. 


After high school she worked as a clerk in the 
neighboring town, worked in Indiana for a year and 
then returned to the town near the farm and worked 
as a dental assistant. She became engaged but her 
fiance died very suddenly and unexpectedly just 
prior to their marriage. She was appropriately 
distressed about this tragedy but not otherwise 
adversely affected. She and her husband met when 
she was 21 and he 27, were engaged for three years 
while he was in the Army and were married in 1945. 

Her general physical health remained good. She 
had a tonsillectomy and adenoidectomy at age 27, 
viral pneumonia at 35, and Rocky Mountain spotted 
fever at 36, from all of which she made a complete 
and uneventful recovery. 

The year following their marriage they moved to 
Maryland where the patient’s husband, a quiet, 
meticulous man, worked for the government in a 
highly technical specialty. The patient worked inter- 
mittently as a file clerk and dental assistant. Their 
social life revolved around church activities and a 
group of five couples who had frequent get-togethers. 
They lived in a small crowded apartment until 1953 
when they moved into a house. The patient liked 
housework and seemed satisfied to spend much of 
her time at home. Mr. and Mrs. B. rarely had open 
spats although they had their chronic irritations. She 
was annoyed with his work shifts, and also with his 
habit of starting projects at home which he never 
finished. He complained to her about his difficul- 
ties at work and relied heavily on her opinions. Both 
described their sexual adjustment as satisfactory. They 
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had intercourse about once a week. The patient 
experienced orgasm about half the time. Both the 
patient and her husband had mixed feelings about 
having children, each justifying his own doubts by 
feeling that the other did not want children, or the 
apartment was too small. They used contraceptives 
until a few months before the patient became preg- 
nant and regarded the pregnancy as planned. The 
patient read books about child care, bought baby 
clothes and even planned a college education for 
the baby. 

In the third month of her pregnancy the patient 
had a small amount of bleeding and was in bed for 
a week but otherwise the pregnancy was normal. 
The baby was apparently alive and everything went 
well until the onset of labor, which was prolonged 
with continuous small blood loss. Fetal heart sounds 
were good until a brow presentation was diagnosed 
and an internal podalic version carried out. The 
baby, a female, was dead at delivery and Mrs. B. 
was given four pints of blood. 

The day after delivery her husband told her about 
the death of their baby. She cried for about five 
minutes. On subsequent visits the subject was avoided 
by both. When she returned home she was generally 
disinterested and apathetic. Twelve days after deliv- 
ery she spent the day talking with two older women 
on various subjects, including children. That eve- 
ning she became unsteady on her feet, began talking 
incessantly and was unable to sleep. This condition 
persisted until her admission to a mental hospital 
two days later. 

At the time of admission she appeared pale, weak, 
and tired. She talked constantly and disjointedly in 
&@ monotonous, sing-song chant, and showed little 
affect. She was slow, and unsteady on her feet. A 
sample of her disjointed speech is: “Our house is 
burning, burning, I’m on the edge. Father, we're 
going home, Father. I am going back to my house 
and have my baby. I’m going to Hell. These pains 
are closer together now.” She had olfactory and audi- 
tory hallucinations and was completely disoriented. 
Physical examination was unremarkable for her state 
of 2 weeks postpartum. The Hgb. was 12.3 Gm., 
blood smear and urinalysis were normal. 


On the day after admission she was put on chlor- 
promazine, 400 mg. per day. Within 10 days she 
was completely oriented and showed no obvious evi- 
dence of psychotic disorganization. Over the next 
several months she went through a period of mourn- 
ing the loss of her child. In her psychotherapeutic 
interviews, she was helped to recognize her desires 
to be cared for, which she tried to keep out of her 
awareness. She had many physical symptoms includ- 
ing fatigue, hot flashes, morning nausea and anorexia. 
Because of these symptoms her physical condition was 
evaluated by an internist without a diagnosis being 
made. At the time of her discharge, after a stay in 
hospital of 5 months, she was able to manage her 
daily chores at home although her physical symp- 
toms persisted. 

She and her husband made a trip to Kentucky to 
visit their parents. Mrs. B. managed the trip success- 
fully but on her return was extremely fatigued. She 
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complained of tingling of arms and legs, nausea and 
dizziness and fainted once. Rather acutely she becanie 
confused, delusional, hypertalkative, giggling, and 
completely disoriented. She was again admitted to a 
mental hospital in July, 1956. She appeared sallow but 
otherwise her physical examination was unremarkable, 
B.P. was 100/60, Hgb. 11 Gm., PCV. 36%, fasting 
blood sugar 80 mg., and cholesterol 492 mg. per 100 
cc. An EKG showed first degree heart block, and non- 
specific ST-segment and T-wave changes. 

Her behavior remained bizarre. She knelt in prayer 
for long periods and was emotionally labile. A medical 
consultant evaluated her physical condition for electro- 
convulsive therapy and felt she was a satisfactory can- 
didate without further comment. Three weeks after 
admission, a course of 12 electroconvulsive treatments 
was begun, following which she was oriented and no 
longer delusional, although she remained tense, un- 
comfortable and sad. On the anniversary of her de- 
livery she experienced a strong sense of loss and went 
through a brief period of mourning. 

Four months after admission she was seen in psy- 
chiatric consultation by one of us (J. L.) who has con- 
tinued to work psychotherapeutically with her up to 
the present. He had previously seen her for six inter- 
views between her hospitalizations and had _ been 
familiar with her progress during her first hospitaliza- 
tion. On each contact he had gotten the impression 
that the extent of her difficulties could not be ade- 
quately accounted for by the extent of the intrapsychic 
conflicts he was able to discern. He noted at the time 
of the last consultation that her skin was dry and had 
a shiny waxiness and that her face appeared slightly 
puffy. She complained of coldness of her hands and 
feet, tiredness, and cracking of the skin of her lips 
and heels. A tentative impression of hypothyroidism 
was made and confirmed by a B.M.R. of -41 per 
cent. She was begun on desiccated thyroid in a dose 
ultimately reaching 3 gr. daily. There was initially a 
marked response with an increase in energy, loss of 15 
pounds and lessening of apathy. However, her im- 
provement seemed to reach a plateau and her B.M.R. 
reached a level of only -28% after 3 months of ther- 
apy. She had no further psychotic manifestations and 
she was very heartened to feel that the physicians had 
arrived at a better understanding of her problems. 
However, the rapid waning of her energy after any 
effort distressed her, and she was quite concerned 
about her ability to return to her usual schedule of 
activities. 

Because of the incompleteness of her response to 
thyroid medication, she was seen in medical consulta- 
tion by the other of us (G. C.) at the time of her dis- 
charge in April, 1957. A tentative diagnosis of Shee- 
han’s disease was made and she was admitted to a 
general hospital for endocrine study. Some additional 
history was obtained. Amenorrhea had been present 
since her pregnancy. Since delivery she noted deepen- 
ing of her voice and was no longer able to sing in the 
soprano register. She had been losing scalp hair and 
axillary and leg hair had stopped growing so that she 
no longer shaved in either location. Lactation had not 
occurred following delivery. 


Examination at the time of the consultation re- 
vealed her weight to be 114 lbs. and B.P. 90/60. She 
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appeared slightly pale and lethargic. Her skin was cool 
and there was erythematous mottling over the hands 
and forearms. There was a marked decrease in axil- 
lary hair although scalp and pubic hair seemed nor- 
mal. The remainder of the physical examination was 
unremarkable. 

S.T.S. urinalysis, E.S.R., WBC, differential, blood 
smear, EKG, chest and skull x-ray studies, and stool 
specimen were normal or negative. The Hgb. was 9.8 
Gm., PCV. 31%, N.P.N. 29 mg., and fasting blood 
sugar 112 mg. per 100 cc.; co, combining power was 
24, chlorides 111, serum sodium 146, and serum potas- 
sium 2.6 mEq./L. Her B.M.R. was +8% and her PBI. 
5.3 gamma per 100 cc., while still on desiccated thy- 
roid therapy. The Mayo water test was positive with 
an overnight urine volume of 640 cc., and hourly 
morning volumes of 240 cc., 0 cc., and 250 cc. The 
24 hour urinary output of 17-ketosteroids was 0.58 
mg.* These studies confirmed the diagnosis of Shee- 
han’s disease. She was begun on cortisone 12.5 mg. 
b.i.d., and the desiccated thyroid dosage was ultimately 
reduced to 21% gr. daily. 

She responded to the addition of cortisone with a 
marked return to a level of energy reserve which she 
herself characterized as 80% of her prepregnancy ca- 
pacity. She has gained 15 lbs. and her PCV. has risen 
without other therapy to 39.5 per cent. She has been 
able to resume her previous household duties and a 
full round of social activities. A period of marked 
stress occurred in December, 1957, when her father 
died of cancer after a prolonged and painful illness. 
Throughout this period she aided her aged mother 
and her emotional reactions were completely appro- 
priate. Amenorrhea has persisted. She stopped losing 
scalp hair but no definite regrowth of axillary or leg 
hair has occurred. The follow-up period after treat- 
ment has been one and a half years. 


Discussion 


Beside the interest which this case holds as 
an example of an unusual illness, we feel it 
offers an unusually good opportunity to ob- 
serve the interplay between a disorder of 
structure and a disorder of emotional func- 
tioning. Appraised retrospectively, the major 
etiologic factor in this woman’s total illness 
was the organic dysfunction of the anterior 
pituitary gland. The second stress was the 
purely emotional one of the childbirth itself 
and the death of the child. We shall attempt 
to describe the effects we might have expected 
to result from each of these factors alone, and 
then to present our major thesis that the way 
they acted in combination to present the clin- 
ical picture can be understood only through 
a thorough knowledge of the patient's pre- 
morbid personality. 


The effects of the withdrawal of anterior 


“Determination of 17-hydroxycorticosteroids was unsatisfac- 
tory and was not repeated since cortisone therapy had been 
instituted prior to this being learned. 
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pituitary hormone are the slow development 
of subtle evidences of generalized asthenia, 
dizziness, anorexia, waxy dry cracking skin, 
intolerance to cold, loss of hair, anemia, 
amenorrhea, deepening of voice, and the char- 
acteristic internal chemical dysfunctions. We 
know of no specific effects on cerebral cortical 
function except those that might result from 
the generalized lowering of cellular metabolic 
rate, the lowering of blood sugar content, and 
the secondary effect of the chronic mild 
anemia. Of themselves we would feel that 
these effects do not adequately account for 
the appearance of a psychotic illness and we 
know from other case reports that they can 
exist without the presence of psychotic epi- 
sodes. If we consider the direct effect on corti- 
cal cellular function an insufficient explana- 
tion, then we must consider the effect the 
mental representation of each of the symp- 
toms may have had. For example, the mental 
representation of body changes of hair loss, 
skin changes, deepening of voice and amenor- 
rhea might have a profound psychologic ef- 
fect on one woman while in another adjust- 
ments might be made to these but the as- 
thenia, anorexia, and cold intolerance might 
have more of an effect. Thus we can go no 
further in this general exposition until we 
bring in the premorbid personality of our 
patient. 

Before we do so, however, let us consider 
the effects we would expect from the emo- 
tional stress of the childbirth and loss of the 
child. Here again we must generalize. Child- 
birth itself is an affect-laden experience, but 
we would certainly expect it to be tolerated 
without a psychotic illness in a woman who 
had made a good adjustment to prior stresses, 
except in such instances where there were 
strongly ambivalent feeling about having a 
child and in instances where there were 
strong ungratified or ungratifiable depend- 
ency needs. The death of the child would be 
expected to lead to feelings of loss and a 
period of mourning. This would take place in 
characteristic fashion, and would tend to suc- 
ceed or miscarry depending on the extent of 
ambivalent feelings with the resulting weight 
of guilt and the special significance of the loss 
of the child as a failure of fulfillment of in- 
tense feminine maternal urges. The specific 
influence would depend on the person to 
whom the event happened. 
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Mrs. B. was the kind of person who very 
successfully and comfortably led a rather rou- 
tine unimaginative life. She approached her 
housework, her church work and her social 
get-togethers with a practiced diligence. She 
enjoyed good health, rarely saw a doctor and 
rarely showed even the expected norm of 
“neurotic” complaining. She had demonstrat- 
ed that she was capable of dealing with the 
problems of life she had heretofore faced:— 
had moved away from home, held jobs, 
mourned the loss of her fiance, married, and 
established social relations far from where she 
had grown up. Both she and her husband 
were the kind of quiet reserved people who 
“keep their feelings to themselves.” Mr. B. 
was more of an obsessive-compulsive person- 
ality. Mrs. B. seemed the sort of person whose 
feelings are not very intense in any direction. 
Thus, her low level of social affective involve- 
ment, her low level of sexual drive, and her 
narrow range of interests did not seem to 
represent the inhibiting influence of a neu- 
rosis or a character disorder, but rather to be 
her character without the pathologic implica- 
tions. For example, while she seemed to dem- 
onstrate a low level of sexual drive and in 
appearance gave the impression of being not 
very feminine, neither was she in any way 
masculine, but rather a not very feminine 
woman. Thus, what can be called her low 
level of sexual differentiation was not a 
conflict-laden struggle between opposing ten- 
dencies. These opposing tendencies had clear- 
ly been there (the identification with her 
father, the desire for the stallion) but now 
seemed resolved without marked hysterical 
components. Sexual intercourse was experi- 
enced and enjoyed and “penis envy” opera- 
tions with her equally sexually narrow hus- 
band did not seem striking. While neither 
Mr. nor Mrs. B. seemed eager to disrupt the 
routine of their lives by having children, Mrs. 
B. seemed to have more desire to do so than 
he. The timing of the pregnancy would cer- 
tainly suggest the strength of an identification 
with her own mother, both as to a positive 
wish for a child and as to a low level of 
intensity of desire for the gratification of 
child-bearing. 

The facet of Mrs. B.’s personality that 
seemed to have the most compulsive quality 
was her need to be continuously productive. 
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While this stemmed in part from a fear of the 
condemnation of authority, it seemed primar. 
ily to be an identification with the “pioneer” 
stoicism idealized and followed by her par- 
ents. She had a low tolerance for relaxation 
and the little creative energy she had was dis- 
charged in long hours at the sewing machine, 
Thus it is the theme of the pioneer produc- 
tiveness which gave a unity to her life and 
character which was so limited to the minu- 
tiae of household detail. 

With this picture of Mrs. B.’s premorbid 
personality, we can make some estimate of the 
effect of the various stresses to which she was 
subjected. We see no reason to believe that 
childbirth alone would have proved a partic- 
ularly important problem to this woman and 
would have expected her to tolerate it un- 
eventfully. On the other hand, we would have 
expected the death of the child to have pro- 
duced a definite sense of loss and to have 
initiated a period of mourning. We would 
have expected a kind of pervasive sadness 
without histrionics or markedly deep depres- 
sion, but with a kind of stoic effort to carry 
on, a silence and reticence about her feelings 
with “outsiders,” and a frankness with her 
husband about the quality of her feelings 
while protecting him from more affect than 
he could comfortably take. Our evidence for 
this expectation is the ability she had shown 
to tolerate the loss of her fiance and our be- 
lief that the special meaning for her of having 
a child as a fulfillment of feminine urges was 
not so strong as to have left her desolate, or 
her ambivalent feelings so strong as to have 
left her with unmanageable guilt. 

We can regard the defeminizing mental 
representations of her physical illness as un- 
likely to be a profound stress for this woman, 
who neither lay great store by her femininity 
nor maintained a delicate balance between 
conflicting forces that would thus be upset. 
However, that group of symptoms that inter- 
fered with her daily functioning struck di- 
rectly on a central theme around which her 
personality was organized—the stoic, produc- 
tive “pioneer.” Moreover, her failure to live 
up to what she consciously and unconsciously 
expected of herself was inexplicable to her on 
a rational basis; neither she nor her physi- 
cians were aware for a long time of the physi- 
cal basis for many of her symptoms. Thus, as 
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she attempted to meet the demands of exter- 
nal reality (to carry through the mourning 
process and take up the threads of her life) 
and found herself wanting, the very central 
basis of her self-esteem was shaken. In addi- 
tion, her guilt at not being able to carry on 
and not complain could not be assuaged by a 
rational explanation for her failure to do so. 
Thus the previous cooperative function of her 
super-ego and her ego directing her to live up 
to her ego-ideal was forced to end when the 
ego, no longer having at its disposal adequate 
supplies of bodily energies, could not comply. 
All that was left was a psychotic reparative 
effort at denial through overactivity which 
was completely chaotic. 


Thus, the major intrapsychic conflict was 
her inability to meet the demands of external 
reality and her consequent loss of self-esteem, 
and her guilt. This led to a narcissistic pre- 
occupation with self and a reparative effort 
at denial; this interfered with the mourning 
process. The glandular deficiency provided 
the substrate for this whole process. We feel 
that without the organic substrate this woman 
would not have developed a psychotic reac- 
tion and that she would have been able to 
deal with the emotional problems presented 
by the situation. With the lessening of the de- 
mands of external reality due to the support 
of a hospital she could reintegrate and with 
this support she began to carry through her 
mourning, completing it with apparent suc- 
cess after replacement therapy was instituted. 
Even the two stages of her replacement ther- 
apy, the period on thyroid substance alone 
and then on cortisone and thyroid substance, 
showed distinctive levels of psychic reintegra- 
tion related to the return of her self-esteem 
resulting from the increases of physical ener- 
gies available to her. With full replacement 
we feel this woman has returned to her previ- 
ous homeostatic level as exemplified by her 
ability fully to take up the reins of her life 
again and to meet effectively and appropri- 
ately the death of her father. 


We believe that this case has certain impli- 
cations for the cooperative functioning of the 
involved medical specialties. It stresses the 
point that contrary to a mistaken but oft-held 
medical belief, psychiatric diagnoses are not a 
negative “ruling out” of organic findings. 
There must be positive factors that involve 
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the personality and emotional conflicts of the 
patient, or there are no mental symptoms. 
The substrate for these can be a conflict re- 
lated to the mental representation of a dis- 
order of structure. Generally it is not. How- 
ever, whether it is or not, both the internist 
and the psychiatrist must be as prepared to 
submit to the rigors of a discipline which 
asks, not “Are there emotional conflicts and/ 
or physical illnesses?” but “Do the extent of 
the conflicts and/or structural disorders I can 
uncover account entirely for the extent of this 
patient’s incapacity?” In this case the usual 
process was reversed and the psychiatrist felt 
that while internists had examined the pa- 
tient and excluded organic illness, the posi- 
tive demonstration of sufficient emotional 
conflict was not possible. Thus making a diag- 
nosis on the basis of negative findings or by 
exclusion should be regarded as an indication 
of lack of information on the part of the doc- 
tor and a positive indication for consultation 
with appropriate specialists. 


One final word about the illness itself—this 
case raised the question in our minds of 
whether many cases of Sheehan’s disease are 
being missed, and impressed us with the ad- 
visability of considering it when evaluating 
a mental illness in the postpartum period. 
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Discussion (Abstract) 


Dr. Charles Watkins, New Orleans, La. It is indeed 
a pleasure to discuss this paper by Drs. Lichtenberg 
and Cader. All too frequently an unusual case of this 
type is allowed to remain in the case files of the 
physician who treats the patient rather than being 
made available to the rest of us. The tendency to feel 
that series of cases are the only thing that justify 
publication is dangerous because the unusual or rare 
single case frequently is of greater significance as it 
opens up new fields of thought and new areas for 
attention. 


The authors should be commended for their very 
sensitive approach to this patient and for their appar- 
ent and, I am certain, real deep feeling of friendliness 
and understanding toward this individual with so 
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many problems both in the physical and the psycho- 
logic area. 


It is well that this paper has come from an institu- 
tion such as Sheppard and Enoch-Pratt where there 
has been a long psychodynamic orientation, because it 
is from that area that we need so much attention to 
the somatic aspects of psychiatry. The authors have 
spent the greater part of their discussion on the psy- 
chologic aspects of the patient’s symptomatology. They 
have presented us with considerable information 
which makes their speculative interpretations of be- 
havior appear quite relevant and understandable. All 
of this, however, is done within the frame of reference 
that the psychologic background would not have 
caused the psychopathologic symptoms except in the 
presence of somatic illness. This is the other side of 
the so-called psychosomatic concept and one that is 
too frequently neglected. It is indeed a pleasure to 
hear a discussion which states that very likely this in- 
dividual with her psychologic handicaps would have 
been able to continue making an adequate and, to 
her, a comfortable adjustment in society if it had not 
been for the added insult of the somatic disorder. 


There are a number of possible approaches to the 
explanation of the development of psychologic symp- 
toms in the presence of the somatic illness. One would 
be the effect of the change of the endocrine hormone 
level itself, the possible toxic effect of the necrotic 
pituitary area developing what could be considered to 
be a typical toxic psychosis. This would be not unlike 
that which is seen with the use of experimental drugs 
or with the use of certain of the toxic agents so fre- 
quently used for their psychologic effect. The second 
possible approach to an explanation of the symptoma- 
tology would be to look at it in the frame of reference 
of Jackson’s concepts of evolution or dissolution of the 
nervous system. Here we would perhaps discount the 
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direct fact of the changes as far as their peripheral 
effect or central effect is concerned, and would think 
of the development of the symptoms as being essen- 
tially a release phenomenon in a central nervous 
system no longer able to protect itself against some of 
the more primitive feelings. And, finally, third the 
symptomatology could be evaluated in the frame of 
reference closely related to Federn’s concept of the 
body ego and the ego states. It is certain that the 
somatic sensibilities were strongly influenced by the 
tremendous change in the internal hormonal level and 
it is possible that these internal changes carried with 
them associated psychologic effects. This was without 
doubt true when the disorder reached the state where 
there were external evidences of body change. This 
also played a significant part in the patient’s changing 
attitude about herself and about her relationship with 
the environment. 


I have not discussed or raised the question of the 
effect of the miscarriage from a purely psychologic 
sense. This is an area that is usually adequately cov- 
ered and I do not feel the authors intended to discuss 
that at this time and in this particular paper. 

This case offers the authors a wonderful opportun- 
ity to make a considerable contribution to our psychi- 
atric literature. I would be most happy to see further 
reports on this particular patient, and believe it would 
be extremely valuable for us to have some detailed 
information about the content of the psychothera- 
peutic interviews, particularly as they occurred during 
the period the body’s integrity was being changed and 
influenced by, first the development of the hormonal 
deficiency, and second by the re-establishment of 
equilibrium with the use of replacement therapy. 

Again I would like to express my appreciation for 
the opportunity to discuss this extremely interesting, 
thoughtful and well-prepared paper. 
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Sheehan’s Syndrome (Postpartum 


Panhy popituitarism) 


JAMES F. CRENSHAW, M.D., and 


LACHLAN L. CAMPBELL, M.D.,t Birmingham, Ala. 


PANHYPOPITUITARISM SECONDARY TO PITUITARY 
necrosis following postpartum hemorrhage is 
known as Sheehan’s! syndrome. The pituitary 
deficiency results in failure of varying degree 
in each of the target glands, the thyroid, 
adrenals and gonads. The clinical picture in 
Sheehan’s syndrome is that of postpubertal 
panhypopituitarism as contrasted to the pre- 
pubertal type known as the Lorain-Levi? syn- 
drome. Simmonds? first detected the relation- 
ship between a destructive lesion of the an- 
terior pituitary and the resulting deficiency 
of target glands. He attributed the ischemic 
necrosis to infarction resulting from the 
lodging of minute bacterial emboli in the 
sinuses of the gland. Reye* found thromboses 
in the small sinuses of the anterior lobe of 
the hypophysis and postulated that sudden 
hypotension favored the development of these 
thromboses. He further> developed the opin- 
ion that the occurrence of such thromboses 
would be enhanced by the pituitary enlarge- 
ment of pregnancy and the hypotension re- 
sulting from massive postpartum hemorrhage. 
Later Sheehan® emphasized the clinical im- 
portance of these findings with reference to 
the ultimate failure of the target glands. 
Following postpartum hemorrhage, a_pe- 
riod of about two weeks is required for the 
full development of the necrosis of the an- 
terior hypophysis® and a period of six months 
is required for the development of clinical 
manifestations. Several years may pass before 
the clinical signs and symptoms are fully 
developed. The complete clinical picture is 
rarely observed in any one individual be- 
cause the target glands may develop varying 
degrees of insufficiency, e.g., preponderant 
thyroid failure would resemble myxedema, 
preponderant adrenal cortical deficiency, al- 
though of pituitary origin, might masquerade 
as primary failure of the adrenal cortex. 
Numbers of patients exhibit subclinical 


tFrom the Seale Harris Clinic, Birmingham, Ala. 
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forms with minimal symptoms. The deficiency 
of the target glands is roughly proportional 
to the extent of the pituitary necrosis. Ex- 
perimentally? it has been shown that destruc- 
tion of at least 70% of the anterior lobe of 
the pituitary is necessary for the development 
of the typical pattern of chronic pituitary 
deficiency. Krumbharr’s® findings of exten- 
sive pituitary necrosis at postmortem in pa- 
tients who had not shown recognizable symp- 
toms of pituitary failure during life would 
suggest that individual variations exist. It has 
also been shown pathologically® that destruc- 
tion of the anterior pituitary is associated 
with varying degrees of secondary atrophy 
of the target glands. With such damage to 
the anterior pituitary lobe that only a few 
cells remain, the majority of these are of the 
chromophobe type and if only a few strands 
remain almost normal function of the target 
glands may occur. 


Of the several causes of panhypopituitar- 
ism,® one of the most common appears to 
be postpartum pituitary necrosis due to 
thrombosis. In addition, tumors, such as the 
chromophobe adenoma in the adult and the 
craniopharyngioma in the child, may lead to 
panhypopituitarism. A tumor, such as the 
eosinophilic adenoma producing hyperpitui- 
tarism with acromegaly may ultimately re- 
sult in the development of hypopituitarism 
because of the effects of pressure, x-ray 
therapy, or surgery. The invasion of the pitui- 
tary by gliomas may result in its failure. 
Granulomatous lesions, such as seen in Hand- 
Schuller-Christian’s disease, occasionally pro- 
duce pituitary deficiency. The hypophysis may 
suffer as a result of destructive vascular proc- 
esses or brain injuries. Cysts and infections are 
uncommon causes of pituitary insufficiency. 
Recently, epidemic hemorrhagic fever has 
been reported’? as an etiologic agent in 
this condition. Spontaneous atrophy and fi- 
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brosis of the pituitary has been reported as 
an unusual cause.!*-13 


Clinical Considerations 


In the individual with Sheehan’s syndrome, 
the symptoms and signs depend upon the 
extent to which each of the target glands has 
been affected as a result of the failure of 
the normal pituitary control. An outstanding 
symptom is undue physical and mental fa- 
tigue. Intolerance to cold is usually present. 
Loss of libido and amenorrhea without meno- 
pausal flushing are evidence of gonadal fail- 
ure. Failure to lactate is one of the early 
symptoms. The marked degree of weight loss 
and cachexia seen in Simmonds’ disease is not 
as prevalent in Sheehan’s syndrome; indeed, 
it is not uncommon to see a well-nourished 
patient with Sheehan’s syndrome. The skin 
exhibits an easily detectable pallor, is dry 
and wrinkled with a yellowish tint. The pubic 
and axillary hair is scanty to absent. The 
pigmentation seen in Addison’s disease is not 
present in secondary deficiency of the adrenal 
glands. The appearance is often that of pre- 
mature senility. The teeth may be defective. 
The secondary sexual characteristics may be 
lost, with atrophy of the breasts and genitalia. 
Bradycardia and hypotension are evident, the 
latter, however, usually not reaching the level 
seen in primary adrenal failure. Dehydration 
may be prominent in more advanced cases 
and disorientation may develop. 


Laboratory findings. A normochromic 
anemia may be present. The concentration 
of sodium and chloride may be low with 
elevation of potassium resembling the electro- 
lyte disturbance seen in Addison’s disease. 
The cholesterol is rarely elevated in secondary 
deficiency of the thyroid in contrast to pri- 
mary myxedema. The protein bound iodine 
is low and the basal metabolic rate is usually 
lowered to a level between —20 and —40 per 
cent. The urinary excretion of the 17-keto- 
steroids and corticoids is low. Severe hypo- 
glycemia may occur even resulting in death 
from withdrawal of food or administration of 
insulin. Gastric anacidity occurs in some cases. 
In panhypopituitarism, associated with neo- 
plasia, x-ray examination may show abnor- 
malities of the sella turcica. 

Differential diagnosis. Anorexia nervosa, a 
true psychosis and intracellar tumors must 
be considered. Because of the weakness and 
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general debility, extracranial neoplasm or 
chronic infection is sometimes mimicked. The 
appearance of the skin and the anemia sug- 
gest the possibility of pernicious anemia which 
can be excluded by further blood studies. The 
endocrine nature of the process having been 
established the diagnosis of Sheehan's syn- 
drome rests in the differentiation of secondary 
from primary deficiency of the target glands. 
Primary failure of the gonads is not accom- 
panied by the outstanding constitutional 
changes evident in massive destruction of the 
anterior pituitary. A normal or high concen- 
tration of follicle stimulating hormone (FSH) 
in the blood or urine eliminates panhypo- 
pituitarism. In differentiating primary from 
secondary thyroid and adrenal deficiencies, 
the use of the thyrotropic (TSH) and adreno- 
corticotropic (ACTH) hormone is of definite 
value. With a positive response to TSH, as 
determined by a rise in radioiodine uptake 
and an increase in the level of serum protein 
bound iodine, primary hypothyroidism may 
be ruled out. Addison’s disease may be elimi- 
nated by the use of daily intravenous ad- 
ministration of ACTH, if a gradual step-wise 
rise in the urinary excretion of 17-ketosteroids 
and 17-hydroxycorticoids is shown. 


Treatment. The ideal therapeutic approach 
would be the use of the pituitary trophic 
hormones; i.e., TSH, ACTH, and the pitui- 
tary gonadotropins. However, this is imprac- 
tical since it would require daily injections 
of TSH, ACTH and gonadotropins which 
cannot be used for extended periods because 
of their antigenic nature. Therefore, we must 
rely on therapy directed toward replacement 
of the products of the secondarily affected 
target glands; i.e., thyroid substance, corti- 
sone or similar products and, if indicated, 
estrogens and androgens. In the event of sur- 
gery, the use of ACTH and cortisone is 
strongly indicated in the pre- and postopera- 
tive periods. 


Case Report 


Mrs. B. O., a 56 year old stock clerk, was admitted 
to the Highland Baptist Hospital on Nov. 12, 1956, 
in a semicomatose condition. The history was ob- 
tained from a sister who stated that the present ill 
ness had begun about 2 weeks prior to admission 
when the patient began to complain of nausea, occa- 
sional vomiting and aching pain in her legs. It was 
stated that she began to walk in a manner that re 
sembled the gait of a spastic child. Relatives noted 
episodes of apparent disorientation. Her mental status 
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rapidly deteriorated until she lay in bed in a stuporous 
condition responding only to painful stimuli or loud 
voices. Over a period of 2 years persons close to the 
patient had noted changes in her appearance consist- 
ing of dryness and coarseness of the skin, pallor and 
puffiness of the face and swelling of the hands and 
feet. The past history revealed that the patient had 
had one pregnancy 32 years prior to this illness, the 
child having died shortly after birth. The delivery 
was complicated by a severe postpartum hemorrhage. 
Subsequent to this the patient apparently had always 
lacked vigor but no specific difficulty was remembered 
other than a severe pharyngitis 8 years prior to this 
admission followed by several episodes of urinary tract 
infection. 


Physical examination. The patient was lying flat 
in bed responding only to painful stimuli or loud 
commands. She appeared chronically and acutely ill. 
The face was rounded with a puffy appearance (Fig. 
1) and the skin showed a yellowish pallor. The breath- 
ing was stertorous. The blood pressure was 100/70, 
the pulse 54. The skin was coarse and dry and the 
nail beds appeared slightly cyanotic. The pupils re- 
acted sluggishly to light; the funduscopic examination 
was negative. The tongue was beefy red and the 
mucous membranes were dry. The thyroid gland was 
not enlarged. There was no lymphadenopathy. Scat- 
tered rales were heard throughout both lungs. The 
heart was not enlarged to percussion and no murmurs 
were noted. The rhythm was regular. The abdomen 
was moderately distended and tympanitic with normal 
peristaltic sounds. No organs or masses were palpable 
and there was no tenderness. There was no pitting 
edema. The eyebrows were scanty, the axillary hair 
absent and the pubic hair very sparse. Pelvic exami- 
nation showed an annular stricture of the midportion 
of the vagina, but the cervix and uterus were normal. 
The deep tendon reflexes were not obtainable. A 
bilateral Babinski response was elicited. 

Laboratory data. The Hgb. was 12.4 Gm., RBC 
4.33 million, WBC 8,900. The differential count 
showed 84 neutrophiles, 15 lymphoyctes and 1 baso- 
phil. The PCV. was 45%, E.S.R. 45 mm. per hour 


FIG. 1 
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(Winthrobe). The specific gravity of the urine was 
1.017; there was a plus reaction for albumin and a 
negative one for sugar and acetone; the sediment 
showed numerous RBC but the specimen was obtained 
by catheterization. The fasting blood sugar was 81 
mg., N.P.N. 30 mg., cholesterol 184 mg., total protein 
6.8 Gm., albumin 4.9 Gm., and the globulin 1.85 Gm. 
per 100 ml. The serum sodium was 117 mEq., chloride 
86 mEq., potassium 2.9 mEq. per liter. The serum 
bromide was 16.5 mg. per 100 ml. The B.M.R. was 
—33%, PBI. 2 mcg. The fasting eosinophil count was 
112 per cu. mm.; 4 hours after ACTH, the count was 
143 per cu. mm. The urinary 17-ketosteroid excretion 
was 1.2 mg. per 24 hours. Lumbar puncture produced 
an initial pressure of 150 with a free flow of clear, 
colorless fluid containing 22 mg. of protein per 100 
ml. and one lymphocyte per cu. mm. X-ray of the 
skull showed the pituitary fossa to be of normal 
size and configuration. The radiologist noted that 
there appeared to be edema of the scalp but no other 
abnormalities were noted. The _ electrocardiogram 
showed inverted T,, flat T, and low T, with a low 
T wave in V,, V,, Vz, flat in V, and inverted in V, 
and V,. 

Course. Following admission to the hospital, the 
patient periodically aroused sufficiently to take some 
fluid by mouth. On the 3rd hospital day she received 
2 liters of saline intravenously and on the following 
day she was improved sufficiently to answer ques- 
tions, although very sluggishly. I.V. fluids were con- 
tinued and she was given additional salt by mouth. On 
the 5th hospital day therapy with ACTH and cortisone 
was begun. Within the next few days she became 
much more responsive and was able to carry on a 
spontaneous rational conversation. She began to eat 
solid food. By the 8th hospital day the serum sodium 
had risen to 127 mEq./L. and the serum chloride to 
102.5 mEq./L. On the 10th day therapy with desic- 
cated thyroid was begun and the cortisone was re- 
placed by oral prednisone. On the 12th day the serum 
sodium was 140 mEq., the chloride 104 mEq./L. The 
dose of prednisone was gradually reduced and the 
thyroid gradually increased. On the 18th day she 
developed a fever of 101° F. and x-ray film revealed 
scattered soft infiltrates considered to be compatible 
with pneumonia. Therapy with tetracycline and ny- 
statin was begun and she was placed in an oxygen 
tent. Improvement was rapid and by the 20th day 
she was afebrile and oxygen was gradually discon- 
tinued. Endocrine therapy was continued with pro- 
gressive improvement and she was discharged on the 
37th day. X-ray film of the chest prior to discharge 
showed the cardiac transverse diameter to be within 
the limits of normal. The pulmonary markings were 
accentuated but otherwise the lungs were clear. 


Subsequently, the patient was followed as an out- 
patient, the thyroid substance gradually being in- 
creased to 120 mg. daily. She was maintained on 
from 5 to 10 mg. of prednisone daily. 

She was admitted to the hospital for re-evaluation 
on January 29, 1958. The laboratory data at this time 
showed the serum sodium to be 138 mEq., chloride 
100 mEq. and potassium 4.9 mEq./L. The cholesterol 
was 158 mg., PBI. 2.5 mcg., B.M.R. —20 per cent. 
Urinary 17-ketosteroid excretion was 1.19 mg. per 24 
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hours, corticosteroids 3.5 mg. and urinary FSH deter- 
mination was 0 mouse units. Subsequently, the patient 
has been maintained on thyroid and prednisone with 
good results. 

Comment. The clinical picture and labo- 
ratory findings in the case presented are com- 
patible with Sheehan’s syndrome. The prob- 
able cause of the stuporous or semicomatose 
condition of this patient was the electrolyte 
disturbance with low concentration of serum 
sodium and chloride. Although the blood 
pressure did not fall below 100/70, these 
findings are compatible with adrenal insuf- 
ficiency for it is generally recognized that the 
drastic depressions of blood pressure seen in 
primary adrenal disease do not always occur 
in secondary adrenal deficiency. By contrast, 
however, the electrolyte disturbances in pri- 
mary adrenal insufficiency are not as marked 
as in secondary adrenal insufficiency. Of in- 
terest, also, is the cholesterol content of the 
serum which was within normal range. Ele- 
vations of the cholesterol as seen in primary 
myxedema do not usually occur when the 
thyroid is secondarily involved. 


Discussion 


It is imperative to differentiate hypopitui- 
tarism from primary hypothyroidism," since 
thyroid therapy alone increases metabolic ac- 
tivity thus tending to exaggerate the adrenal 
cortical insufficiency of hypopituitarism. It 
is well to remember, however, that pri- 
mary hypothyroidism may result in func- 
tional adrenal cortical and pituitary insuf- 
ficiency,45-17 thus requiring adrenal cortical 
replacement therapy during the early phases 
of the treatment of myxedema. 


Sheehan! stresses the fact that the pituitary 
lesion occurs at the end of a term pregnancy 
and that there is as yet no instance of the 
occurrence of this lesion during the course of 
pregnancy. With the exception of an occa- 
sional occurrence in diabetics!® pituitary 
necrosis is not seen as a result of shock or 
hemorrhage in nonpregnant individuals. 

Israel and Conston?° have reported a ju- 
venile diabetic who suffered a severe hemor- 
rhage at the conclusion of her fourth preg- 
nancy and who succumbed suddenly at the 
onset of a planned cesarean section at the 
termination of her fifth pregnancy because 
of a previously undetected massive fibrotic 
lesion of the anterior pituitary. They em- 
phasized the catastrophy which may result 
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from physical stress in the presence of masked 
pituitary necrosis. 

Recently, Hyde?! reported a case of Shee- 
han’s syndrome and described the use of 
combined stimulation and replacement ther- 
apy in returning the patient to health. 


Summary 


(1) The principal manifestations of pan- 
hypopituitarism, the etiology, and therapy are 
discussed. 

(2) A patient exhibiting the most common 
cause of panhypopituitarism, Sheehan’s syn- 
drome, is presented. 
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Detonation of Intestinal Gas 
by an Electrosurgical Unit: 


KARL ZIMMERMAN, M.D.,t Pittsburgh, Pa. 


Most oF us have seen minor explosions occur 
while using an electrosurgical unit to remove 
rectal polyps. The potential magnitude of 
these explosions is not realized until a really 
violent one occurs while one is personally at- 
tempting this procedure. Because of such an 
experience, and because it was possible to 
take pictures of the injured bowel through a 
sigmoidoscope on the second and seventh days 
following the explosion, this case and the pic- 
tures are presented and the subject reviewed. 


Case Report 


Mrs. A. S., aged 79, was admitted to the hospital 
on Feb. 25, 1958, because of generalized arterio- 
sclerosis and possible cerebral thrombosis. She weighed 
82 pounds, and had a mild anemia. Among her 
complaints was occasional and painless bright red 
bleeding at stool. A proctoscopic examination showed 
moderate sized internal hemorrhoids and a sessile 
adenoma 0.5 cm. in diameter on the anterior wall of 
the rectum at the 4 inch level. The patient com- 
plained so much during the examination that no 
treatment was attempted and no biopsy taken. A 
barium enema was ordered but she refused to have 
it done. 


Five days later she consented to have the polyp 
removed. A plain water enema was given the night 
before, and repeated at 11 a.m. on the morning of 
the anticipated removal. There is no definite record 
of what she ate during the 24 hours previous to this 
incident, but she had little appetite and had only 
picked at her food since her admission to the hospital. 


At 2:30 p.m. she was placed in the invert position 
and a 7% by 8 in. sigmoidoscope inserted into her 
bowel. The adenoma was located without difficulty. 
A 10 in. electropoint, connected to the single pole of 
a Hyfrecator which was adjusted to its highest setting, 
was touched to the lesion. As the current was turned 
on by the foot-switch, there was a muffled but loud 
explosion. This noise was loud enough to be heard 
in the hall outside the room even though the door 
was closed. 


The sigmoidoscope and electropoint were with- 
drawn reflexly at the time of the explosion, and the 
patient jumped up and screamed, “You tore me 
apart!” After a minute or two she was persuaded to 


*Read before the Section on Proctology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 

+From the Department of Surgery, University of Pittsburgh 
School of Medicine, Pittsburgh, Pa. 
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lie back on the table, and the sigmoidoscope was 
reinserted. The rectum seemed a little pale, but other- 
wise showed no sign of damage. The mucous mem- 
brane of the sigmoid colon was torn in irregular 
ragged lines as might be expected from overstretching, 
and was bleeding. No perforations were seen. No 
pictures were taken at this time as a camera was not 
available. Examination of the abdomen showed it to 
be tense and tender. There was no discernible disten- 
tion, and an occasional peristaltic gurgle could be 
heard. The pulse rate was 100. She was given 50 mg. 
of meperidine (Demerol) intramuscularly. The blood 
was typed and cross-matched. She was sent for a 
plain x-ray film of the abdomen; this showed no 
free air in the abdominal cavity. 

After one hour, her T. was 97.6°, P. 100, and B.P. 
148/70. (B.P. on admission had been 140/70.) Oral 
intake was stopped, and 1,000 cc. of glucose solution 
was started intravenously. Achromycin, 100 mg., was 
given intramuscularly, and ordered to be repeated at 
8 hour intervals. She was also given 10 mg. of pro- 
chlorperazine (Compazine) intramuscularly. 

Approximately 2 hours following the explosion, she 
passed some bright red blood from her bowel, and 


FIG. 1 


Edematous rectal mucosa 2 days following explosion. 
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hours, corticosteroids 3.5 mg. and urinary FSH deter- 
mination was 0 mouse units. Subsequently, the patient 
has been maintained on thyroid and prednisone with 
good results. 


Comment. The clinical picture and labo- 
ratory findings in the case presented are com- 
patible with Sheehan’s syndrome. The prob- 
able cause of the stuporous or semicomatose 
condition of this patient was the electrolyte 
disturbance with low concentration of serum 
sodium and chloride. Although the blood 
pressure did not fall below 100/70, these 
findings are compatible with adrenal insuf- 
ficiency for it is generally recognized that the 
drastic depressions of blood pressure seen in 
primary adrenal disease do not always occur 
in secondary adrenal deficiency. By contrast, 
however, the electrolyte disturbances in pri- 
mary adrenal insufficiency are not as marked 
as in secondary adrenal insufficiency. Of in- 
terest, also, is the cholesterol content of the 
serum which was within normal range. Ele- 
vations of the cholesterol as seen in primary 
myxedema do not usually occur when the 
thyroid is secondarily involved. 


Discussion 


It is imperative to differentiate hypopitui- 
tarism from primary hypothyroidism," since 
thyroid therapy alone increases metabolic ac- 
tivity thus tending to exaggerate the adrenal 
cortical insufficiency of hypopituitarism. It 
is well to remember, however, that pri- 
mary hypothyroidism may result in func- 
tional adrenal cortical and pituitary insuf- 
ficiency,517 thus requiring adrenal cortical 
replacement therapy during the early phases 
of the treatment of myxedema. 

Sheehan! stresses the fact that the pituitary 
lesion occurs at the end of a term pregnancy 
and that there is as yet no instance of the 
occurrence of this lesion during the course of 
pregnancy. With the exception of an occa- 
sional occurrence in diabetics!® pituitary 
necrosis is not seen as a result of shock or 
hemorrhage in nonpregnant individuals. 

Israel and Conston?® have reported a ju- 
venile diabetic who suffered a severe hemor- 
rhage at the conclusion of her fourth preg- 
nancy and who succumbed suddenly at the 
onset of a planned cesarean section at the 
termination of her fifth pregnancy because 
of a previously undetected massive fibrotic 
lesion of the anterior pituitary. They em- 
phasized the catastrophy which may result 
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from physical stress in the presence of masked 
pituitary necrosis. 


Recently, Hyde?! reported a case of Shee- 
han’s syndrome and described the use of 
combined stimulation and replacement ther. 
apy in returning the patient to health. 


Summary 


(1) The principal manifestations of pan- 
hypopituitarism, the etiology, and therapy are 
discussed. 

(2) A patient exhibiting the most common 
cause of panhypopituitarism, Sheehan’s syn- 
drome, is presented. 
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Detonation of Intestinal Gas 
by an Electrosurgical Unit> 


KARL ZIMMERMAN, M.D..,f Pittsburgh, Pa. 


Most oF Us have seen minor explosions occur 
while using an electrosurgical unit to remove 
rectal polyps. The potential magnitude of 
these explosions is not realized until a really 
violent one occurs while one is personally at- 
tempting this procedure. Because of such an 
experience, and because it was possible to 
take pictures of the injured bowel through a 
sigmoidoscope on the second and seventh days 
following the explosion, this case and the pic- 
tures are presented and the subject reviewed. 


Case Report 


Mrs. A. S., aged 79, was admitted to the hospital 
on Feb. 25, 1958, because of generalized arterio- 
sclerosis and possible cerebral thrombosis. She weighed 
82 pounds, and had a mild anemia. Among her 
complaints was occasional and painless bright red 
bleeding at stool. A proctoscopic examination showed 
moderate sized internal hemorrhoids and a sessile 
adenoma 0.5 cm. in diameter on the anterior wall of 
the rectum at the 4 inch level. The patient com- 
plained so much during the examination that no 
treatment was attempted and no biopsy taken. A 
barium enema was ordered but she refused to have 
it done. 


Five days later she consented to have the polyp 
removed. A plain water enema was given the night 
before, and repeated at 11 a.m. on the morning of 
the anticipated removal. There is no definite record 
of what she ate during the 24 hours previous to this 
incident, but she had little appetite and had only 
picked at her food since her admission to the hospital. 


At 2:30 p.m. she was placed in the invert position 
and a 7% by 8 in. sigmoidoscope inserted into her 
bowel. The adenoma was located without difficulty. 
A 10 in. electropoint, connected to the single pole of 
a Hyfrecator which was adjusted to its highest setting, 
was touched to the lesion. As the current was turned 
on by the foot-switch, there was a muffled but loud 
explosion. This noise was loud enough to be heard 
in the hall outside the room even though the door 
was closed. 


The sigmoidoscope and electropoint were with- 
drawn reflexly at the time of the explosion, and the 
patient jumped up and screamed, “You tore me 
apart!” After a minute or two she was persuaded to 


*Read before the Section on Proctology, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 
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lie back on the table, and the sigmoidoscope was 
reinserted. The rectum seemed a little pale, but other- 
wise showed no sign of damage. The mucous mem- 
brane of the sigmoid colon was torn in irregular 
ragged lines as might be expected from overstretching, 
and was bleeding. No perforations were seen. No 
pictures were taken at this time as a camera was not 
available. Examination of the abdomen showed it to 
be tense and tender. There was no discernible disten- 
tion, and an occasional peristaltic gurgle could be 
heard. The pulse rate was 100. She was given 50 mg. 
of meperidine (Demerol) intramuscularly. The blood 
was typed and cross-matched. She was sent for a 
plain x-ray film of the abdomen; this showed no 
free air in the abdominal cavity. 

After one hour, her T. was 97.6°, P. 100, and B.P. 
148/70. (B.P. on admission had been 140/70.) Oral 
intake was stopped, and 1,000 cc. of glucose solution 
was started intravenously. Achromycin, 100 mg., was 
given intramuscularly, and ordered to be repeated at 
8 hour intervals. She was also given 10 mg. of pro- 
chlorperazine (Compazine) intramuscularly. 

Approximately 2 hours following the explosion, she 
passed some bright red blood from her bowel, and 


FIG. 1 


Edematous rectal mucosa 2 days following explosion. 
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complained of some nausea. Her temperature, pulse, 
and blood pressure remained about the same as be- 
fore. The abdomen was not distended, but the ten- 
derness was localizing in the left lower quadrant. 


Four hours after the accident, the physical findings 
were about the same. Another plain film of the ab- 
domen failed to show any free gas in the peritoneal 
cavity. The nausea continued, and she vomited a 
small amount of bile-stained fluid. 


Twelve hours after the explosion, she voided 100 
cc. of normal urine. 


The next morning her T. was 100.2°, P. 100, B.P. 
124/58. The abdomen was not distended; most of the 
tenseness was gone, though there was still tenderness 
in the left lower quadrant. Peristaltic sounds were 
good, and the patient thought she had expelled some 
flatus. She slept most of the day, and said that she 
felt tired and weak. 


On the second day following the explosion, the pa- 
tient felt well generally, and agreed to a sigmoido- 
scopic examination, although some soreness still re- 
mained in her left lower quadrant. Since there seems 
to be no pictorial record of the healing of such a 
blast injury, preparations were made to take pictures 
through the sigmoidoscope. Examination of the rectum 
showed edema of various degrees, and small areas of 
ecchymosis (Fig. 1). From the 5 to the 8 in. level, 
irregular areas in the mucous membrane of the 
sigmoid appeared gray and ready to slough (Figs. 2 
and 3). These irregular areas involved about one-half 
the visualized sigmoid, and did not seem to be more 
severe in any particular quadrant. There was no 


FIG. 2 


Sloughing sigmoidal mucosa 2 days following explosion. 
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Sloughing sigmoidal mucosa 2 days following explosion. 


blood. Less mucus than usual was seen in the sigmoid, 
and there was a small amount of normal appearing 
feces in the lumen. 

Because the danger of slough and possible perfora- 
tion still existed, the patient was given nothing by 
mouth until the 4th day when she was allowed water. 

The 5th day she had a small normal appearing 
spontaneous bowel movement. The diet was increased 
and she was allowed out of bed. Her subsequent 
recovery was uneventful. 


One week after the incident, another proctosig- 
moidoscopy was performed. The rectum appeared nor- 
mal, while the sigmoid still contained some small 
white irregular areas of healing (Figs. 4 and 5). The 
membrane between these patches was normal. Since 
discharge from the hospital, the patient has had no 
abdominal complaints. Her bowels are moving regu- 
larly without cathartics, but she refuses to come to 
the office for any further examination or treatment. 


Discussion 


The details of conditions leading to such 
unfortunate incidents have been reported 
previously, but it may be well to review some 
of the pertinent facts. Gas in the intestine 
may be caused by digestive processes, bac- 
terial fermentation, diffusion from the blood 
stream, or it may be swallowed. Small amounts 
of gas are also formed when tissue is destroyed 
by electric currents. The gases usually found 
in the colon are carbon dioxide, oxygen, 
methane, hydrogen, nitrogen, and, at times, 
a very small amount of hydrogen sulfide 
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FIG. 4 


Healing sigmoidal mucosa 7 days following explosion. 


(Table 1). The amount of gas normally found 
in the colon is from 500 to 1,000 cc. The 
percentage of hydrogen formed is increased 
by a milk diet, while ingestion of legumes 
increases the amount of methane. 

The explosive gases are hydrogen and 
methane. These gases can be detonated by 
an electric spark if they are in the proper 
dilution. Hydrogen sulfide may also explode, 
but it is found in such small quantities that 
it need not be considered in this respect. 

The causes of explosions and conditions 
under which they may occur in the bowel 
are well understood, but preventing them is 
difficult. Several methods of decreasing the 
incidence of explosions have been reported. 
A unipolar machine employing tubes makes a 
spark that is less hot than one which produces 
its current by spark gap. Diet and enemas are 
not effective in preventing explosions. Al- 
though placing a cotton tampon in the bowel 
above the area to be treated would seem to 
be a reasonable preventive measure, an ex- 
plosion is reported in a patient where this 


TABLE 1 
PERCENTAGE COMPOSITION OF INTESTINAL GAS 


co, Os CH, He Ne 
10.7 3.8 6.8 14.8 65.5 
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was done. Suction will bring gases down from 
higher in the colon, but blowing air into the 
sigmoidoscope may help keep an explosive 
mixture of gas from the area being treated. 
The chances of an explosion might also be 
decreased by placing the electrode tip in 
contact with the area to be desiccated. An- 
other method of prevention is to place the 
end of the sigmoidoscope tightly against the 
bowel around the lesion while using the spark, 
but this is not possible in many areas because 
of the contour of the bowel and location of 
the tissue to be removed. 


Two methods for preventing explosions in 
the bowel while treating polyps with electro- 
surgery seem more practical than the others. 
The first and simplest effective method is to 
place the proctoscope over the polyp in such 
a manner that the entire circumference of the 
end of the instrument touches mucous mem- 
brane around the lesion, thereby isolating its 
contents from direct continuity with the 
lumen of the bowel. Because of the irregular 
contour of the bowel wall and the location of 
many polyps, this is not always possible. 


In the remaining cases the best prevention 
is obtained by using carbon dioxide gas to 
replace intestinal gas. It is blown across the 
area being treated at the rate of 1.5 to 2 


FIG. 5 


Healing sigmoidal mucosa 7 days following explosion. 
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liters per minute, which is sufficient to dilute 
or replace any inflammable mixture of gas 
to such an extent that an explosion will not 
occur. A proctoscope that has a built-in suc- 
tion tube or light-carrying tube with a distal 
opening capable of delivering 1.5 to 2 liters 
of carbon dioxide per minute is the most 
convenient instrument to use for this pur- 
pose. An ordinary suction tube may be used 
to blow carbon dioxide over the area being 
treated, but this requires the use of one more 
hand to manipulate the tube. Some electrodes 
have suction tubes in their insulating sheaths, 
but most of these tubes or their openings are 
too small to allow a sufficient flow of carbon 
dioxide. The gas is obtainable in small metal 
cylinders with graduated release valves. These 
cylinders occupy very little space in the office, 
and are easily connected to the suction tubes 
with a piece of rubber tubing. 

Either of these methods adds difficulty to 
what is a tedious procedure at best, but no 
one who has experienced a severe explosion 
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while using electrosurgery in the bowel will 
complain about inconvenience if another such 
disaster can be prevented. 


Summary 


Another case of an explosion of intestinal 
gas during the treatment of a recta! polyp 
with electrosurgery is presented. The gases 
found in the intestinal tract in sufficient 
concentration to cause explosions are hy- 
drogen and methane. Both of these gases are 
inflammable in the proper dilutions, and 
either may be detonated by the spark from 
an electrosurgical unit if mixed with the 
proper amount of oxygen which is also pres- 
ent in intestinal gas. Since severe injury can 
be caused by such explosions, means of pre- 
vention must be instituted. The best means 
of preventing these explosions are: (1) to 
place the end of the instrument tightly against 
the mucous membrane surrounding the polyp, 
thereby isolating it; and (2) to force carbon 
dioxide across the area being treated. 
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The Surgical Treatment of 
Cardiospasm: Combined Mikulicz-Heller Procedure* 


TURLEY FARRAR, M.D.,t Memphis, Tenn. 


The treatment of cardiospasm or achalasia has been most unsatisfactory, with many operative 
procedures having been proposed over the years. The author describes the advantages of 
certain combined procedures under certain circumstances. 


THE CHIEF FUNCTION of the esophagus is to 
propel food, with the gastroesophageal sphinc- 
ter permitting food to pass from the esopha- 
gus into the stomach, but preventing regurgi- 
tation of gastric contents into the lower 
esophagus. One of the most perplexing prob- 
lems related to the gastrointestinal tract is 
that of dysfunction of the lower esophagus. 
Such a condition, commonly called cardio- 
spasm, may cause serious trouble because of 
obstruction to the passage of food from the 
lower esophagus into the stomach. This neu- 
rogenic disturbance has also been referred to 
as mega-esophagus and achalasia of the cardia. 
The latter term indicates by definition, that 
this dysfunction is the result of a failure of 
relaxation of the circular muscle sphincter at 
the gastroesophageal juncture rather than a 
spasm of this muscle. 


In the recent literature attention has been 
directed to the finding of lower esophageal 
rings, demonstrated roentgenologically as seg- 
ments of narrowing in the lower 4 to 6 cm. of 
the esophagus.'? Ingelfinger and Kramer? be- 
lieve that cardiospasm represents an abnormal 
contraction ring and postulate that an over- 
active lower esophageal sphincter prevents 
egress of food from the esophagus into the 
stomach. Lerchet found two esophageal 
pouches separated by a circular muscle (the 
so-called lower esophageal sphincter). He de- 
scribed another circular muscle at the lower 
end of the esophagus immediately above the 
stomach. Butin and associates,®> by balloon 
pressure studies of the esophagus, demon- 
strated purposeless uncoordinated contrac- 


*Read before the Section on Surgery, Southern Medical 
Association, Fifty-Second Annual Meeting, New Orleans, La., 
November 3-6, 1958. 

+From the Surgical Staff, Sanders Clinic, and the Depart- 
ments of Surgery, Baptist Memorial Hospital and University of 
Tennessee, Memphis, Tenn. 


tions of the dilated portion of the lower 
esophagus proximal to the segment of narrow- 
ing. Whatever the pathophysiologic nature 
may be, the result is that of blockage of food 
and secretions in the lower esophagus. Thus, 
the characteristic symptoms are dysphagia, 
substernal pain on swallowing, heartburn, re- 
gurgitation of food, and in many cases, loss of 
weight. 
Roentgen examination reveals a tremen- 
dously dilated esophagus tapering smoothly to 
a narrowed point of obstruction at the cardia. 
The degree of dilatation depends largely 
upon the length of time the patient has had 


FIG. 1 


Mikulicz Procedure 
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symptoms, and in the occasional case, the 
esophagus may be dilated to the point of 
almost completely filling the right hemitho- 
rax. Marked dilatation of the esophagus above 
a smooth funnel shaped point of narrowing 
at the cardia is diagnostic of cardiospasm. 


Evolution of Operative Procedures 


The first surgical procedure employed for 
this condition was performed by Mikulicz® in 
1904 when he did a retrograde dilation of the 
lower esophagus (Fig. 1). This procedure was 
done by opening the stomach below the car- 
dia and inserting a long bladed, rubber- 
covered forceps so constructed that when 
open, the blades would be parallel and ap- 
proximately 6 cm. apart. Walton’ reported 
good results in 13 of 19 cases treated in this 
manner. 

Various types of cardioplasties and esopha- 
gogastrostomies have been utilized. Wendel® 
recommended an operation corresponding in 
principle to the Heineke-Mikulicz procedure 
used for pyloric obstruction (Fig. 2). Heyrov- 
sky® anastomosed the fundus of the stomach 
to the dilated esophagus above the narrowed 
cardio-esophageal juncture (Fig. 3). Gron- 
improvised an esophagogastrostomy 
very similar to the Finney type pyloroplasty 
(Fig. 4). 

Heller,'! in 1913, introduced esophagogas- 
tric myotomy, splitting the circular muscle in 
the lower esophagus in a longitudinal direc- 
tion both anteriorly and posteriorly. This 


FIG. 2 


Wendel 
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FIG. 3 


Hevrovsky 


procedure has been modified by Zaaijer!* so 
that only the anterior myotomy is done, and 
this has proved to be adequate. In recent 
years the extramucosal esophagomyotomy has 


FIG. 4 


Grondahl 
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FIG. 5 


Heller (myotomy) 


been widely accepted, and has become the sur- 
gical procedure of choice (Fig. 5). 

We have utilized the Grondahl procedure, 
and in a small number of cases (Table 1) ob- 
tained very good results. There has been com- 
plete relief of the dysphagia in every patient, 
and in 3 of these patients whose course we are 
still following, the only complaint is that of 
an occasional attack of heartburn which is 
readily relieved by antacids. The data on pa- 
tients having received the Heller myotomy are 
shown in table 2. Much to our surprise cer- 
tain patients in this group received very little, 
if any, relief of symptoms, and in general the 
results were disappointing. However, this may 
be the result of poor technic and incomplete- 
ness, and not a fault of the operation. Because 
of these equivocal results, we have recently 
combined the gastrostomy and open explora- 
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FIG. 6 


Combined Mikulic-Heller 


tion of the lower esophagus with the Heller 
procedure (Fig. 6). This facilitates doing the 
myotomy and also insures a complete myot- 
omy. Two of our cases are very interesting 
from the standpoint of anatomic findings and 
deserve further comment. 

Case 1. C. W. S., a 58 year old man (Table 3), was 


first seen on Aug. 12, 1957, complaining of difficulty 
in swallowing, with a sensation of food stopping un- 


TABLE 1 
GROUP I. GRONDAHL CARDIOPLASTY 


Duration of 
: Symptoms and 
Patient Date of Previous 
Age-Sex Operation Treatment 
V.B. Apr., 1951 15 years 
42-M 
J.M. June, 1949 1% years 
12-M 1 dilatation 
No benefit 
No weight gain 
in this time 
RJ Nov., 1950 
ra ov., 195 9 months 
RB. +» 1948 
or Jan 4 years 


Postoperative Postoperative 
X-ray Symptoms Results 
Immediate Gained weight Excellent 
emptying No food stoppage 
No delay Free of Excellent 
em; symptoms 
— Gained 7 Ibs. 
weight 
Empties Occasional Fair 
immediately h urn 
Amphogel at 
Mild Fair 
heartburn 
No food 


stoppage 
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TABLE 2 
GROUP II. HELLER MYOTOMY 
Duration of 
Symptoms and 
Patient Date of Previous Postoperative Postoperative Associated 
Age-Sex Operation Treatment X-ray Symptoms Results Disease 
L.O. Dec., 1954 2 years—no Slight delay Gained 65 Ibs. Fair 
27-F specific treat- emptying Food still 
ment. Weight “hangs’’at times. 
loss—50 Ibs. Takes Maalox 
A. Aug., 1953 35 years Some delay Postoperative Poor 
63-M Several dilata- emptying. Esopha- dilatation. 
tions. gus still narrowed Aug., 1954 
Weight loss— Symptoms as 
5 Ibs. before surgery 
M.G. Nov., 1954 1% years Some delay Postoperative Poor Esophagogastric 
65-M also Weight loss— emptying. Narrow symptoms as ulcer—hiatus 
subtotal 20 Ibs. esophagus before hernia 
gastrectomy and hiatus hernia 
E.J Apr., 1957 3 years Delay emptying Less difficulty Fair 
75-F No weight loss Narrow distal swallowing. 
of 
esophagus atation. 
Apr., 1958 
Wss. Nov., 1954 15 years Did well Gallstones 
61-F also postoperatively 
cholecystectomy 
ELP. Dec., 1954 8 months No delay emptying Occasional Good Duodenal ulcer 
42-F Weight loss— episode of (quiescent) 
30 Ibs. dysphagia 


derneath the breast bone, of one year’s duration. At 
times there was considerable substernal pain associated 
with swallowing. He further stated that he had been 
dilated on more than one occasion during the past 
year, but had not derived any benefit from the treat- 
ments. 


The past history revealed that he had been oper- 
ated on for a perforated peptic ulcer in 1952, at which 
time the ulcer was closed; although not severe, he had 
had mild ulcer symptoms at intervals since this opera- 
tion. 

Physical examination essentially negative. 
Roentgen examination of the upper gastrointestinal 
tract showed a slightly dilated esophagus with marked 
narrowing of the distal 5 or 6 cm. of the esophagus 
and a deformity of the first portion of the duodenum. 


At esophagoscopy the esophagus appeared to be 
dilated; the mucosa was hyperemic, and there were 
fine linear fissures in the lower esophagus. The scope 
could not be advanced into the stomach. Because of 


the past history of duodenal ulcer it was thought wise 
to do a study of the night volume of gastric secre- 
tions and the total acidity. The attendant noted that 
the nasogastric tube could not be introduced to the 
usual distance; however, it was connected with a gas- 
tric suction with trap bottle and the secretions were 
saved during the night. A total of 1,100 cc. of secre- 
tion was obtained, with a free hydrochloric acid of 42 
units and a total hydrochloric acid of 60 units. 

At operation, through an upper midline abdominal 
incision, a gastrostomy was done below the cardia. 
With the finger inside, narrowing at the cardio- 
esophageal juncture was noted, and about 4 cm. above 
this a hypertrophied circular ring of muscle was en- 
countered. Above this narrowing the tip of the naso- 
gastric tube was felt. This was a surprise since it was 
through this tube that the night volume of gastric 
contents had been collected. (The duodenal ulcer did 
not appear to be active at this time.) 


A Heller myotomy was done with the finger inside 


TABLE 3 
GROUP III. COMBINED PROCEDURES 


Duration of 
Symptoms and 


Patient Date of Type of Previous 
Age-Sex Operation Operation Treatment 
OS. May, 1957 Mikulicz- 5 years 
56-M Heller One dilatation 
5 lb. weight 
loss 
MSS. May, 1958 Mikulicz- One year 
56-F Heller 
CS. Aug., 1957 Mikulic- 1% years 
58-M -™ Heller Two esophageal 
Bilat. vagot. dilatations. 
and gastro- Weight loss— 
enterostomy 10 Ibs. 
R.B. Aug., 1957 Grondahl- 4 years 
60-F Heller 1 esophageal 


dilatation 


Posto: ive Postoperative Associated 
“ray Symptoms Results Disease 
Free of Excellent 
symptoms 
No dysphagia Excellent 
Immediate Gained 7 lbs. Excellent Duodenal ulcer 
emptying Epigastric Perf. 1952 
fullness p.c. 
No food delay 
No delay Gained 30 Ibs. Excellent 
emptying No symptoms 
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the esophagus. A bilateral vagotomy and gastroenter- 
ostomy was done because of the history of duodenal 
ulcer. 

This patient was seen recently, just one year after 
operation. He has gained weight, has had no heart- 
burn nor dysphagia whatever, and has had no ulcer 
symptoms. 

Case 2. R. K. B., a 60 year old woman (Table 3), 
was first seen on Aug. 12, 1957, complaining of food 
sticking in the lower end of her gullet, associated with 
substernal and epigastric pain. These symptoms had 
been present for three or four years and were gradu- 
ally increasing in severity. In addition, she complained 
of a chronic cough with some strangling and choking 
at night. The patient stated that the lower end of her 
esophagus had been dilated approximately one year 
prior to this examination. The esophagram revealed a 
moderately dilated esophagus with an area of narrow- 
ing in the region of the cardia approximately 5 cm. 
in length. 

At esophagoscopy, a considerable amount of necrotic 
meat and food remnants was aspirated. The esopha- 
gus was cleansed thoroughly, but at no time could the 
instrument be introduced into the stomach. 

The cardia and lower esophagus were explored 
through the abdomen. A Grondahl cardioplasty was 
done, and during this operative procedure the finger 
was introduced higher into the esophagus; approxi- 
mately 4 cm. above the stenosis, at the esophagogastric 
junction, a hypertrophied segment of muscle was en- 
countered. Thus, with the finger inside the esophagus, 
a myotomy was done above the cardioplasty. This pa- 
tient was examined about one year following the oper- 
ation. She had gained 30 pounds; there was no pyrosis, 
no dysphagia, and she was completely free of 
symptoms. 


Discussion 


In evaluating the merits of any operative 
procedure, one must first of all recognize the 
limitations of the procedure. Certainly this 
operation is not conceived to correct the neu- 
rogenic, muscular imbalance and dysrhythmia 
present in this condition. Therefore, the opti- 
mum result in any case of cardiospasm is re- 
lief of the obstruction of the distal esophagus 
and preservation, as near as possible, of the 
mechanism which prevents regurgitation of 
gastric secretions into the esophagus. The 
problem of regurgitant esophagitis has been 
considered the most serious complication fol- 
lowing surgical treatment of cardiospasm. It 
is the consensus among surgeons treating this 
condition that regurgitation is much less like- 
ly to occur following the esophagomyotomy 
than after other types of esophagogastric pro- 
cedures. It is known, however, that regurgita- 
tion does occur in a certain percentage of 
cases after having the Heller operation. 
Geever and Merendino,!3 in evaluating esoph- 
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agitis in dogs subjected to the Grondahl oper- 
ation and to the Heller myotomy, found that 
when gastric secretion was stimulated by in- 
tramuscular injections of histamine and bees- 
wax oil, both of these operations were attend- 
ed by esophagitis. Just what role the reflux 
of gastric contents into the esophagus plays, 
remains a controversial issue. Wilkins'* has 
stated that a reflux of gastric contents into 
the esophagus occurs in a large number of 
persons without producing symptoms. Robins 
and Jankelson,’® in reporting on 103 cases 
with reflux of barium into the esophagus, 
found little evidence of severe symptoms, the 
most common complaint being a sensation of 
a lump beneath the sternum. There was 
neither severe heartburn nor dysphagia in this 
group. 

The recovery of 1,100 cc. of gastric juice 
through a nasogastric tube in the first case, 
the tip of which was lying above the area of 
constriction in the lower esophagus, prompts 
speculation and further compounds the con- 
fusion regarding reflux of gastric contents 
into the esophagus. 

In addition to the muscular hypertrophy, 
in many of these patients in whom cardio- 
spasm has been present for several years and 
who have possibly had previous dilatation, 
there develops a fibrotic stenosis of the cardio- 
esophageal juncture. Mosher,!¢ after studying 
microscopically several postmortem specimens 
of cardiospasm, definitely proved that there is 
fibrosis and degeneration of the muscle of the 
terminal esophagus and states that the essen- 
tial lesion is one of fibrosis in this area. Cer- 
tainly where such fibrosis and stricturing is 
found, some type of cardioplasty is indicated 
in addition to myotomy. 


Summary 


The combined Mikulicz-Heller procedure is 
considered the most satisfactory of all opera- 
tions utilized for treatment of cardiospasm. In 
the surgical treatment of cardiospasm, it is 
well to recognize that there may be more than 
one segment of narrowing and stricture in the 
lower esophagus. To facilitate esophagomy- 
otomy and in order to adequately and com- 
pletely explore this lower region of the esoph- 
agus, we recommend and utilize the Mikulicz 
procedure routinely. Furthermore, with the 
finger inside the cardia, one can more easily 
divide the circular muscular fibers of the 
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lower esophagus down to the mucosa with 
much less danger of perforation of the mucosa 
and with less likelihood of leaving small 
bundles of circular fibers unsevered. If there 
is fibrosis and narrowing of the terminal 
esophagus, some. type of cardioplasty must be 
done in addition to the myotomy. The object 
of the operation is a release of obstruction in 
the lower esophagus, with probably less con- 
cern about reflux of gastric contents post- 
operatively. 
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FACTS ABOUT OUR NEXT CONVENTION CITY 


The altitude, natural drainage, daily water analysis, and city inspection of bottled 
waters, of milk supply and of all places where food is served or sold, are factors 
which constitute good health conditions in Atlanta. 

There are 14 general hospitals and 9 related institutions, not including thase 
serving in the active military service, with a total of over 4,000 beds in the metropolitan 
area of Atlanta. This area is generally recognized as the Medical Center of the 


Southeast. 


Of the 1,500 physicians in this area, 958 are members of the Fulton and DeKalb 
County Medical Societies. There are about 2,500 active graduate nurses in this area. 

Atlanta is increasing in importance as a medical center because of its many well 
equipped hospitals. Of patients treated in this area, approximately 40 per cent are 


from outside Fulton and DeKalb counties. 


Mark your calendar for November 16-19 and be sure to attend the 53rd annual 


meeting of Southern Medical Association. 
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THE BROKEN HIP 


The high incidence of the broken hip makes 
an appraisal of the treatment desirable. Even 
though there has been progress in the treat- 
ment of fractures of the neck of the femur 
during the last three decades, this injury re- 
mains a problem. It is an injury in most 
instances, although the dictum, “The patient 
broke his hip and fell” has practical value. 
Through exaggeration this statement indi- 
cates that the bone was abnormal before be- 
ing broken. Since this is an injury of the 
aged it is readily understood that the bone 
usually shows the degeneration of osteopo- 
rosis. Age also contributes to arteriosclerosis 
of the cerebral arteries which explains senile 
dementia. Mental failure is a most trying 
complication and often the direct explanation 
of nonunion. 


Mechanical factors in the production of the 
lesion are most important. A practical classi- 
fication of fractures of the neck is that of 
Magnuson. He grades them into subcapital, 
midcervical, and basilar, indicating that the 
level is, (1) adjacent to the head of the bone, 
(2) halfway between the head and the tro- 
chanters, or (3) adjacent to the trochanters. 
The classification of the level of the bréak 
goes hand in hand with the fundamental 
principle that the more distal the fracture 
the better the blood supply and hence the 
better the chance of healing. The subcapital 
fracture is least likely to heal and basilar 
most likely. X-ray examination in the stand- 
ard anteroposterior, inferosuperior and ob- 
lique projections provides the additional in- 
formation as to whether or not the fracture 
is impacted, transverse or oblique. The sur- 
geon must know both the level and plane of 
the fracture to guide the treatment. 


In 1935, in an address before the American 
College of Surgeons, Speed? called the broken 
femoral neck the unsolved fracture. After all 
methods of treatment his studies, covering 
5 year follow-up periods, revealed an alarm- 
ingly high incidence of failure due to aseptic 


i. Magnuson, Paul B.: Fractures. Philadelphia, J. B. Lip- 
Pincott Co., 3rd Ed., 1936, p. 208. 


2. Speed, Kellogg: The Unsolved Fracture, Surg. Gynec. & 
Obst. 60:341, 1935. 


necrosis of the head of the femur. Since then 
internal fixation has progressively increased 
in use until it has become accepted uni- 
versally. 

The nineteen thirties seem to have been 
a transition period in the methods of treating 
these fractures. There was the desire for more 
efficiency than the Whitman? method of ex- 
ternal fixation in abduction by the plaster- 
of-Paris body spica cast. The use of screws, 
nails, and pegs as internal fixation had been 
tried at times since 1850, but were used rela- 
tively little prior to 1930. The Roger Ander- 
son well leg counter-traction device was used 
considerably during the period 1930 to 1940. 
Though less uncomfortable than the body 
cast it had the punishing effect of the hobble. 


In 1931, Smith-Peterson reported the use 
of the triflanged nail, a technic which he 


had been improving since 1922. The Smith- 


Peterson Nail with the cannulation added 
by Johansson, permitting the use of a guide 
pin, was revolutionary in the field of bone 
surgery.* Then came the several nails or pins 
similar in principle, each carrying the name 
of its originator, each being a valuable de- 
vice, but each carrying an inevitable per- 
centage of failure in yielding bony union. 
Virtually all of these devices for internal fixa- 
tion are extracapsular methods which are 
controlled by x-ray examination during op- 
eration. 


When nonunion results a salvage method 
is sought. When the femoral head is viable 
and there is relatively little absorption of the 
neck repeated osteosynthesis is indicated. The 
insertion of two or three Knowles pins offers 
a good method. When the nonunion is of 
longer duration, a modified Henderson op- 
eration yields good results by combining osteo- 
synthesis with the osteogenetic aid of a graft. 
The fibrous tissue is removed and the fracture 
surfaces freshened before reduction. Then two 
guide pins are inserted parallel to each other 
spaced about three-fourths of an inch apart. 
A Smith-Peterson nail is inserted over the in- 
ferior one. A Henderson reamer is threaded 


3. Whitman, R.: New Method of Treatment for Fracture 
of Neck of Femur, Tr. Am. Orthopedic A. 15:338, 1902. 

4. Baughman, Branham B.: Hip Fractures in General Sur- 
gery, Am. Surgeon 20:317, 1954. 
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over the superior one and a tunnel drilled. 
This receives a graft taken from the middle 
third of the ilium.5 

There are several osteotomies for correc- 
tion of nonunion of the broken femoral neck. 
An ingenius one by Dickson combines a geo- 
metric osteotomy with bone grafting.* This 
procedure corrects shortening because it pro- 
vides a gain in length up to one and a half 
inches. An angle of valgus varying from 45 
to 60 degrees is produced and fixed with a 
Jewett type nail. Then iliac bone is placed 
through a window in the neck. 


The oldest of the salvage procedures are 
the reconstruction operations which sacrifice 
the head or most of it and some of the neck,— 
therefore, shortening results. There is pain 
and limitation of motion. The large number 
of these operations suggests that none is with- 
out fault. This created the desire for a better 
method. 


For approximately 10 years the bone sur- 
geons have been agog over replacement of 
the femoral head with a prosthesis. It has 
been used for nonunion most often, and less 
often for fresh fractures. In 1940, Moore? and 
Harold Bohlman devised and inserted a 
twelve-inch long vitallium prosthesis to re- 
place the upper half of the femur. Following 
this the Moore medullary prosthesis has been 
developed. The Judet acrylic stem prosthesis, 
reported in 1949, has been altered by the 
originators to an oblique one. The stem 
prosthesis resulted in loosening due to ne- 
crosis of the neck. To date a number of 
prostheses have been devised but none has 
stood the test of time. Currently it is con- 
sidered best to reserve the use of a prosthesis 
to the patient whose life expectancy is 10 
years or less. Replacement prosthesis has the 
objection of leaving very little means of sal- 
vage when it fails. It has the advantage of 
early ambulation. Its use is such a contro- 
versial subject that one gains as many opin- 
ions concerning it as the number of bone 
surgeons to whom one talks. Therefore, much 
more time will be required, perhaps a mini- 


5. Speed, J. S., and Smith, H.: Campbell’s Operative Ortho- 
— St. Louis, The C. V. Mosby Co., 2nd Ed., 1949, 
Pp. 

6. Stewart, M. J., and Wells, R. Osteotomy and Oste- 
otomy Combined with Bone- eB. for Non-union Fol- 
lowing Fracture of the Femoral Neck, J. Bone & Joint 
Surg. 38-A:33, 1956. 

7. Moore, Austin T.: Metal Hip Joint; A New Self-Locking 
Vitallium Prosthesis, South. M. J. 45:1015, 1952. 

8. Speed, J. S., amd Knight, R. A.: Campbell’s Operative 
gene St. Louis, The C. V. Mosby Co., 3rd Ed., 
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mum of 20 years, before a reliable evaluation 
will be reached. 

At the present time, usage would dictate 
that the Smith-Peterson nailing operation is 
the treatment of choice for the fresh fracture 
of the neck of the femur. Should nonunion 
result a Dickson osteotomy, including a graft, 
may be more suitable than a prosthesis in the 
younger patient. Fusion is to be considered 
especially as a means to stop pain. 

Even though much progress has been made, 
and it may be expected to accelerate, though 
the problem may not be solved before 2035, 
or a century after Kellogg Speed called the 
broken femoral neck “the unsolved fracture.” 

STANLEY A. Hitt, M.D. 


MEDICAL EDUCATION IN 
A UNIVERSITY SETTING 


This issue contains an interesting and in- 
formative historical review of the develop- 
ment of the university on the American scene 
and the enforced marriage of the medical 
school to the university.1 It traces the evolu- 
tion of the university on the European con- 
tinent during the Middle Ages and the medi- 
cal faculty as a part of the university. In 
sharp contrast to this concept stood the 
American college as our institution of higher 
learning. The growth of the effectiveness of 
the. German universities especially had an 
impact on world-wide education. The first 
university, in the true sense of the word, to be 
established in this country was Johns Hopkins 
University, in only 1876. 

Though medical colleges as integral parts of 
universities were known in continental uni- 
versities even six hundred years ago, the 
growth of this relationship had a greater 
impetus in the last half of the nineteenth 
century. It was this development that lent it- 
self to the rapid and amazing scientific ex- 
pansion in the medical sciences, the evolu- 
tion of pathology, physiologic chemistry (bio- 
chemistry) and bacteriology in the modern 
sense. In 1893, the Medical Department of 
Johns Hopkins University was established as 
a part of a university, but did not completely 
fulfill the definition until its clinical faculty 
assumed a full-time status in 1914. 


It is historical knowledge common to all 


1. Youmans, John The Cokeeaty and the Medical 
School, South. M. * 52:578, 1959. 
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medical graduates in this country that there 
were no other medical schools as an integral 

t of the universities of this country before 
1910 other than in name. Before the Flexner 
Report of 1910 medical schools were of a pro- 
prietary nature and only loosely joined, if at 
all, to universities. When, as a result of the 
Flexner Report, essentially half of the medical 
schools of the Country were closed, most of 
the remainder were forced to marry univer- 
sities to elevate standards of medical educa- 
tion, though to this day, many of these rela- 
tionships are liaisons rather than true 
marriages. 

This and much more is interesting historical 
reading in Dr. Youmans’ presentation. Our 
interest at the moment is not in carrying this 
historical progress forward, but to use it as 
background to a discussion of medical educa- 
tion in a university setting. All will agree that 
the proprietary school extant until the Flex- 
ner Report offered in essence vocational 
training; this is true even today in some in- 
stances. If a dictionary’s definition of univer- 
sity is accepted, as “an institution organized 
for teaching and study in the higher branches 
of learning . . . ,” one may well ask, “How 
many of our medical schools qualify as a part 
of a university?” 

If the question is raised among physicians 
as to the objectives of a medical education, 
one would find one of two answers or varia- 
tions of these. It is not surprising that many 
of us, whose “education” was actually an ex- 
perience in vocational training, should answer 
that the objective is to graduate a “doctor” 
who knows what to do, and how, under a 
given set of circumstances. The medical per- 
son who will not accept this may agree that a 
training program will permit the undergrad- 
uate to act as of the time of receiving his 
M.D. degree, but may well ask whether the 
graduate has been truly “educated” in the 
sense that he will react properly to a set of 
circumstances fifteen or twenty years after 
graduation,—circumstances unheard of or un- 
anticipated at the time of receiving his de- 
gree. Here lies the difference in the two 
concepts. One to teach answers to the prob- 
lems to be met as of the date of graduation; 
the other to so prepare the graduate in 
basic knowledge that in the furture be can 
with reason undertake the care of a patient 
with diagnostic and therapeutic tools un- 
known at the time of graduation. 
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The need for a re-orientation in medical 
education from a training to an educational 
process in the true sense of the word is ob- 
vious to anyone whose medical experience 
has encompassed the past four decades. For- 
merly the useful drugs could be numbered on 
the fingers of the hands, and the same might 
be said for useful diagnostic tests. Radiologic 
diagnosis was quite young, and surgical pro- 
cedures were limited in number,—limited 
within the confines of anesthesia and the ever- 
present uncontrollable infectious agents. Good 
vocational training and a little black bag 
guaranteed a reasonable degree of excellence 
in patient-care, if mixed with some good sense 
which stayed the hand and let Nature take its 
course. Now forty years later no medical grad- 
uate can hope to have more than a portion of 
medical knowledge at his fingertips, in light of 
the application of the intricacies of physics and 
chemistry to the diagnostic and therapeutic 
methods of modern medicine, without even 
speculating upon methods not yet developed 
or possibly not even born in a medical sci- 
entist’s thought. 

If the physician will think back upon these 
amazing developments of the past four de- 
cades he knows the impact upon medical edu- 
cation must be immense. He recognizes the 
impossibility of mere vocational training 
which by no stretch of the imagination can 
teach even a modicum of knowledge by 
didactic methods of instruction for easy ap- 
plication. The medical school of necessity 
must assume its place in the university setting 
as an “educational” unit on a par with other 
graduate departments. Its methods of teach- 
ing must aim toward education not training. 
It must provide a setting of research. This 
means in clinical teaching not the presenta- 
tion of a patient as a case of a disease for 
which one does “so and so.” Rather each 
patient must present a research problem for 
the clinical clerk, to be studied and analyzed, 
with library reading. This lays the habits for 
the physician’s future and will prepare him 
to meet the new in medical science when it 
arrives. 


Is not such a process going on in the prac- 
tice of the thinking doctor even today? Does 
he not recognize the many facets of patient 
care today,—does he not express this in the 
many more consultations requested than fifty 
years ago! Because medical science is invading 
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more and more the art of medicine, the medi- 
cal school must perforce assume more the 
role of “teaching and study in the higher 
branches of learning” as provided by a uni- 
versity setting. 


Symptomatic Relief of Emphysema By An 
Abdominal Belt.* 


“In obstructive emphysema, particularly in ad- 
vanced cases, difficulty in breathing is due largely 
to mechanical factors. The voluminous lungs hold the 
diaphragm in the position of inspiration so that it can 
contract little, if at all. The chest is expanded to a 
barrel shape and further distention is limited no mat- 
ter how great the respiratory effort. As these processes 
develop, there is a gradual reduction in the vital ca- 
pacity of the lungs which at times: reaches a point 
wherein the patient is totally disabled. The respiratory 
demands of even slight exertion cannot be met with- 
out distress. 

“The problem of facilitating breathing in emphy- 
sematous individuals by correcting mechanical defects, 
received considerable attention, especially in Germany, 
some 20 years ago. Various operative procedures and 
mechanical devices were advocated. .. . 


“, . . Most of these procedures were either too 
cumbersome to be of use or not sufficiently effective 
to be generally adopted. 

“The observation that patients with advanced em- 
physema assume positions which compress the abdomen 
(leaning forward in the sitting posture, squatting on 
the haunches, tightening the belt) led to the develop- 
ment of the belt herein described. It was inferred that 
the increased intra-abdominal pressure thus created 
was transmitted against the flattened diaphragm 
which would then be pushed toward its normal ex- 
piratory position. From that position excursion would 
again be possible. To confirm this supposition a pa- 
tient was stood before the fluorscope. An orthodiagram 
was made of the flattened diaphragm. As pressure was 
then exerted with the flat of the hand just above the 
symphysis pubis, the diaphragm rose and began to 
assume its normal dome shape. On deep inspiration 
the diaphragm descended and the patient stated that 
he was again getting air into his lungs. 

“To maintain the diaphragm in its elevated posi- 
tion, a belt was devised. This is made of canvas and 
fits around the lower abdomen so that its lower edge 
rides just above the symphysis pubis. The upper edge 


a, H. L., and Kountz, W. B.: Symptomatic — 
of Emphysema By "An Abdominal Belt, Am. J. Med. 
187:687, 1934. 


618 SOUTHERN MEDICAL JOURNAL 3 MAY 1959 


Let it be said that this method of teaching 
in no wise affects the human bond of patient. 
doctor relationship, but rather may enhance 
it by a more profound understanding of 
psychodynamics. 


comes well below the umbilicus. . . . The pressure of 
the pad against the abdomen varies according to pos- 
ture. It is increased on sitting or bending forward, 
and lessened in the standing and reclining positions, 


“Twenty-five patients with obstructive emphysema 
were fitted with abdominal belts. An orthodiagram 
and vital capacity determination before and _ after 
application were made in each case. . . . these patients 
were kept under observation for periods varying be- 
tween 2 and 6 months. 

“Two patients whose vital capacities were increased 
could not or would not wear the belt. Four patients 
(1 with Ayerza’s disease) after a fair trial maintained 
that the belt did not help them. The remaining 19 
reported distinct subjective improvement. The average 
increase in vital capacity for the entire group was 39 
per cent. 

“hainealinnies pressures were taken on a few patients 
before and after application of the belt. Similar pres- 
sure readings were made with the belt loosely in place 
and after it had been tightened. In each instance the 
characteristically elevated intrapleural pressure of ob- 
structive emphysema became more negative with the 
belt applied... . 

“Summary. In advanced obstructive emphysema, 
difficulty in breathing is due principally to mechanical 
factors. The large lungs hold the diaphragm in the 
position of inspiration, and indirectly they also distend 
the chest to a barrel shape. Respiratory excursion is 
thereby limited. 

“It has been found that the diaphragm can be 
pushed upward toward its expiratory position by 
means of abdominal pressure, properly applied. From 
this position contraction again occurs. 

“In order to maintain adequate intra-abdominal 
pressure, a belt has been devised. In a series of 25 
patients with advanced obstructive emphysema to whom 
belts have been fitted, 19 have been subjectively im- 
proved. The average increase in the vital capacity of 
the lungs has been 39 per cent. 

“With improvement in respiratory function, the 
characteristically elevated intrapleural pressure of ob- 
structive emphysema has been found to become more 
negative and thus approach more normal values.” 
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APPLICATION FOR HOTEL ACCOMMODATIONS 
53rd ANNUAL MEETING 4 
Atlanta, Georgia 
November 16, 17, 18, and 19, 1959 


Please Complete this Application and forward to Atlanta Address Now! 


A Housing Bureau has been established for your convenience in making hotel reservations in Atlanta for r 
the forthcoming meeting of the Southern Medical Association. Comparable room rates are listed. Use the # 
Reservation Blank below. Please specify your first, second and third choice hotel. All requests for reserva- 
tions should give: (1) anticipated date and hour of arrival; (2) date and approximate hour of departure; and 
(3) names and addresses of all persons who will occupy the accommodations. ALL RESERVATIONS SHOULD 
BE CLEARED THROUGH THE HOUSING BUREAU. Since all requests for rooms will be handled in 
chronological order, you should mail your application as early as possible. All reservations will be con- 
firmed. Ihe Municipal Auditorium will be General Headquarters. 


Hotel Single Double Bed Twin Beds Suite 
5.50- 6.50 8.00— 9.00 8.00- 9.00 16.00-18.00 
7.00-12.50 10.00-12.50 14.00-16.50 36.50-56.50 
TERRACE ............... 6.00- 8.00 8.00-10.00 8.50-12.00 12.00-30.00 
7.00-14.00 10.00-16.00 11.00-16.00 20.00-35.00 
PEACHTREE MANOR ................ 6.00- 8.00 8.50-12.00 8.50-12.00 14.00-32.00 
PEACHTREE ON PEACHTREE........... 6.00— 7.00 8.50-10.50 9.50-11.50 16.00-26.00 
Motels 
9.00 12.00 13.00—-14.00 24.00-26.00 
DownTOWN MOTEL ............... 9.00-11.00 11.00-14.00 


HOUSING BUREAU 

SOUTHERN MEDICAL ASSOCIATION 
720 Rhodes-Haverty Building 

Auanta 3, Georgia 


Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Hotel Preference Kind of Accommodations Desired 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Include the names of all persons for whom 
you are requesting reservations and who will occupy the room (s): 


Name of Occupant (s) Address 
(Please type or print) 


Individual Requesting Reservations If the hotels of your choice are unable to accept 
(Please type or print) your reservation, the Housing Bureau will make 
as good a reservation as possible elsewhere. 
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ALABAMA 


Dr. Tom D. Spies, Birmingham, has been honored 
by Northwestern University in having named for him 
the first of two professorships in nutrition and me- 
tabolism to be established by the University. Dr. Spies 
is Professor and Chairman of the Department of Nu- 
trition and Metabolism at Northwestern and Scientific 
Director of the Nutrition Clinic at Hillman Hospital, 
Birmingham. He is also now serving as First Vice- 
President of the Southern Medical Association, of 
which he has been an active member since 1938. 

The two professorships in nutrition and metabolism 
are the first to be endowed specifically in this field in 
any medical school. Each chair endowed for a half 
million dollars, was made possible through the efforts 
of the Spies Committee for Clinical Research. The 
committee is made up of educators, industrialists and 
scientists dedicated to support the work in nutrition 
begun by Dr. Spies. 

The Tom D. Spies chair has been awarded to Dr. 
Robert E. Stone, now Professor of Nutrition and Me- 
tabolism at Northwestern and a close associate of the 
honoree at Hillman Hospital. The second professor- 
ship, as yet unnamed, will be held by Dr. Spies. 

It has also been announced that Dr. Spies was se- 
lected last month as the first “International Boss of 
the Year” by The National Secretaries Association (In- 
ternational). Members of the Association in Chap- 
ters throughout the United States, Canada, Hawaii 
and Puerto Rico submitted backgrounds on their em- 
ployers, many of them nationally and internationally 
known in business, government, and the professions. 
The final selection was made by the Association’s In- 
ternational Board of Directors. 

Dr. Samuel C. Little has been appointed Professor of 
Neurology and Executive Officer of the Division of 
Neurology at the Medical College of Alabama, Bir- 
mingham. 

The following women physicians from the University 
of Alabama Medical Center, Birmingham, have been 
selected for the 1958-59 and first edition of the “Who’s 
Who of American Women:” 

Dr. Polly Ayers, Assistant Professor of Preventive 
Medicine and Public Health. Dr. Ayers is the founder 
and first President of the American Society of Dentis- 
try for Children, President-Elect of the Birmingham 
District Dental Society and Secretary-Treasurer of the 
American Association of Public Health Dentists. 

Dr. Ruth Robertson Berrey, Associate Professor of 
Pediatrics. Dr. Berrey has been practicing in Birming- 
ham since 1929. In addition to her staff position at 
aoe the Medical Center, she is Consultant on Pediatrics for 
the Jefferson County Health Department. 

Dr. Martha Barker Green, Instructor in Gynecology. 
Dr. Green is a member of the American Board of 
Obstetrics and Gynecology and a Fellow of the Ameri- 
can College of Obstetrics and Gynecology. 

Dr. Ruth Stillman Hare, Instructor in the Depart- 
ment of Pharmacology. Dr. Hare received her Ph.D. 
degree in pharmacology at the Alabama Medical Cen- 
ter in 1955. 

Dr. Alice McNeal, Professor and Chairman of the 


— 


Department of Anesthesiology. Dr. McNeal has been, 
since 1946, Chief of Clinical Conduct of Anesthesia at 
the University Hospital and Director of the School for 
Nurse Anesthetists. She is a member of the Interna- 
tional Anesthesia Research Society and the American 
Society of Anesthesiologists. 

Dr. Arthur H. Owens and Dr. Thomas E. Paine, Jr., 
of the Department of Medicine of the University of 
Alabama Medical Center, have been elected to full 
Fellowship by the Board of Regents of the American 
College of Physicians. 

Dr. Robert C. Berson, Vice-President of the Univer- 
sity for Health Affairs and Dean of the Medical Col- 
lege of Alabama, Birmingham, was recently appointed 
to serve on the National Advisory Council on Health 
Research Facilities for the Public Health Service. As a 
member of the Council, Dr. Berson will advise and 
make recommendations to the Surgeon General on 
matters relating to the Federal Program to strengthen 
the nation’s capacity for medical research by con- 
structing and equipping health research facilities. 


ARKANSAS 


Dr. Ben Saltzman, Mountain Home, has been elected 
to the five man Board of Directors of the National 
Flying Physicians Association. 

Dr. E. Frank Reed, Pine Bluff, is the new Chief of 
Staff of Davis Hospital. He succeeds Dr. Walter J. 
Wilkins, Jr. 

The National Vitamin Foundation has awarded a 
three year Russell M. Wilder Fellowship to Dr. Coy D. 
Fitch, Jr., Beebe, intern at the University of Arkansas 
Medical Center, for his work on muscular dystrophy. 
The fellowship goes to one man in the U. S. each 
year. 

Dr. John W. Dorman, Springdale, has been accepted 
as a Fellow by the American College of Surgeons. 

The following County Medical Societies have elected 
officers: 

Mississippi County. Dr. Julian Fairley, Osceola, 
President; Dr. C. R. Cole, Blytheville, Vice-President; 
and Dr. Eldon Fairley, Wilson, Secretary-Treasurer. 

Lincoln County. Dr. James Freeland, Star City, 
President; Dr. Charles W. Dixon, Gould, Vice-Presi- 
dent; and Dr. R. C. Petty, Star City, Secretary. 

Crittenden County. Dr. Milton D. Deneke, Presi- 
dent; Dr. David H. James, Vice-President; and Dr. C. 
W. Peeples, Jr., Secretary-Treasurer. All are of West 
Memphis. 

Independence County. Dr. Alfred Hathcock, Bates- 
ville, President; Dr. Olen Bridges, Little Rock, Vice- 
President; and Dr. Paul Gray, Batesville, Secretary- 
Treasurer. 

Hot Springs-Garland County. Dr. George Fotioo, 
President; Dr. Joseph Rosenzweig, Vice-President; and 
Dr. W. R. Lee, Secretary-Treasurer, all of Hot Springs. 


DISTRICT OF COLUMBIA 


Dr. Milford O. Rouse, Dallas, Texas, President of 
the Southern Medical Association, has announced the 
appointment of Dr. George William Ware as an As- 
sociate Councilor from the District of Columbia. 
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Dr. John M. Rumball, Chief of Medical Service at 
the Veterans Administration Hospital in Coral Gables, 
Florida, has been appointed Director of Medical Serv- 
ice for the agency in Washington. He also has accepted 
an appointment as Clinical Associate Professor of Med- 
icine at Georgetown University School of Medicine. 
Dr. Rumball has been a very active member of the 
Southern Medical Association for several years, having 
served as a former Chairman of the Section on Gastro- 
enterology. He is also a Fellow of the American Col- 
lege of Physicians and a member of the American Fed- 
eration for Clinical Research, the American Gastro- 
enterological Association, the Society for Experimental 
Biology and Medicine, the American Gastroscopic So- 
ciety, and the American Medical Association. 

Dr. Marvin E. Perkins, Chief of the Psychiatric Serv- 
ices Division of the District Health Department, will 
head the new Bureau of Mental Health recently cre- 
ated by the District Commissioners. 

Dr. Joseph Karlton Owen has been appointed by 
the District Commissioners to fill the post of Adminis- 
trator of the District General Hospital, which has been 
vacant since the retirement of Dr. Philip A. E. Steb- 
bing in February 1958. 

The Arlington County Medical Society has elected 
the following officers for 1959: Dr. Robert L. Nor- 
ment, President-Elect; Dr. Michael A. Puzak, Vice- 
President; Dr. Howard O. Mott, Secretary; and Dr. 
James H. Stallings, Jr., Treasurer. 


MAY 1959 


Dr. Charles A. Hufnagel, Professor of Cardiovascular 
Surgery at Georgetown University School of Medicine, 
and Dr. Howard T. Karsner, Medical Research Advisor 
to the Surgeon General of the Navy, have been named 
Fellows of the New York Academy of Sciences. Election 
to fellowship in the Academy is conferred upon a 
limited number of members who, in the estimation of 
the Council, have done outstanding work toward the 
advancement of science. 


FLORIDA 


Dr. Claude G. Mentzer, Miami, has been elected 
President of the Florida Chapter of the International 
College of Surgeons. Dr. Alfred G. Levin, Miami, has 
been elected Vice-President, and Dr. Herbert W. Vir- 
gin, Jr., also of Miami, Secretary-Treasurer. Dr. Don 
C. Robertson, Orlando, has been re-elected Regent for 
Florida, and Dr. John F. Lovejoy, Jacksonville, Vice- 
Regent. 

New officers elected by the Greater Miami Radio- 
logical Society include: President, Dr. Richard D. 
Shipiro, Miami Beach; Vice-President, Dr. Andre S. 
Capi, Hollywood; and Secretary-Treasurer, Dr. George 
Daurelle, Miami. 

Dr. Rene A. Torrado has been elected President of 
the Staff of St. Francis Hospital in Miami. Other offi- 
cers are Dr. Samuel P. Leslie, Vice-President; and Dr. 
William J. Clifford, Secretary. 
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Modern Trends in Anesthesia. Frankis T. Evans, 
M. B.S., F.F.A.R.C.S., D.A.; and Cecil Gray, M.D., 
FFARGS. 318 pages. New York: Paul B. Hoeber, Inc., 1958. 
Price $15. 


Ciba Foundati Sys i on the Neurological Basis of 
Behavior. Editors, G. w. O.B.E., M.A., 

Ch.; and Cecilia M. O’Connor, B 87 pages. Bos- 
ton: "Little, Brown and Company, 1958. 


Treatment of Breast Tumors. By Robert S. Pollack, M.D., 
F.A.C.S., Clinical Instructor in Surgery, nford University 
School of Medicine; Clinical Instructor in Surgery (Oncology), 
University of California School of Medicine; Assistant Chief of 
Surgery, Mount Zion Hospital, San Francisco, California; Con- 
sulting Surgeon, Oakland Veterans Administration Hospital; 
Consulting Surgeon, Oakland Naval Hospital, Oakland, Cali- 
fornia. 142 pages. Philadelphia: Lea & Febiger, 1958. 


Self-Destruction—A Study of the Suicidal Impulse. By Beulah 
Chamberlain Bosselman, Professor of bg ye University of 
Illinois College of Medicine, Chicago. 94 pages. _—_—— 
Ill.: Charles C. Thomas, Publisher, 1 1958. Price $4.57. 


Schizophrenia. By Manfred Sakel, Head, Department of Neu- 
rology and Psychiatry, University of Vienna. 334 pages. New 
York: Philosophical Library, 1958. Price $5.00. 


Epilepsy. By Manfred Sakel, M.D., Head, Department of 
Neurology & Psychiatry, University of Vienna. 204 pages. New 
York: Philosophical Library, 1958. Price $5.00. 


Treatment of Cancer and Allied Diseases, Volume 1, Principles 
of Treatment. Edited by George T. Pack, M.D.,. Attending 
Surgeon, Memorial Center for Cancer and Allied Diseases; 
Associate Professor of Clinical Surgery, Cornell University 
Medical College; Surgeon, Pack Medical Group, New York: 
and Irvin M. Ariel, M.D., Associate Clinical Professor of 
Surgery and Associate Attending Surgeon, New York Medical 
College, Flower and Fifth Avenue Hospitals; Surgeon, Pack 
Medical Group, New York. 627 pages, 505 illustrations. New 
York: Paul B. Hoeber, Inc., 1958. Price $22.50. 


System of Ophthalmology. Vol. 1 The Eye in Evolution. By Sir 
Stewart Duke-Elder, G.C.V.A., M.A., LL.D., Ph.D., D.Sc., 

M.D., D.M., F.R.C.S., F.R. Cs. E., F.A.CS., F.R.A.CS. 778 
S07 St. Louis: The C. V. Mosby Company, 1958. Price 


Deficiency Disease. By Richard H. Follis, Jr., M.D. 564 pages. 
Ill.: Charles C. Publisher, 1958. Price 


Applied Medical Library Practice. By Thomas E. Ki 
Librarian of the Mayo Clinic. 449 pages. Springfield, i Ill: 
Charles C. Thomas, Publisher, 1958. Price $10.75 


Courtroom Medicine. Compiled and edited by Marshall Houts, 
Member of the Tennessee and Minnesota Bars, Judge General 
Counsel to The Court of Last Resort. 506 pages. — 
Ill.: Charles C. Thomas, Publisher, 1958. Price $14.00 


Methods for Research in Human Growth. By Stanley M. Garn, 
Ph.D., Chairman, Physical Growth Department, Fels Research 
Institute, Yellow Springs, Ohio; and Zvi Shamir, M.D., 
M.P.H., Chief Physician, Department of Pediatrics, Hadassah- 
Hebrew University Hospital and Medical School, Jerusalem, 
Israel. 115 pages. —— Ill.: Charles C. Thomas, Pub- 
lisher, 1958. Price $4.75 


Russian-English Biological and Medical Dictionary. By Dr. 
Eugene A. Carpocvich. 400 pages. New York: Technical Dic- 
tionaries Co., 1958. Price $12.00. 


Clinical Obstetrics and Gynecology: Vol. Number 3. By C. 
Paul Hodgkinson, M.D., Gynecologist- Maer ly -in-Chief, 
Henry Ford Hospital, Detroit, Mich.; and John L. Brewer, 
M.D., Professor of Obstetrics and Gynecology, Northwestern 


University Medical School, Chicago, Ill. 303 pages. N : 
Paul B. Hoeber, Inc. 1958. 9 Dees 


Sensitivity Reactions bd jie. By M. L. Rosenheim; and R. 
Moulton, Universit Hospital School, London. 


237 pages. Spri Charles C. Thomas, 

1988. Price rles Publisher, 

Thera: Applied to the Rheumatic Dis- 
By J. H. M.A., M.D., M.R.C.P., D.Phys. * 

Gemlones in Physical Medicine to the Prince of Wales and 


Tottenham Group of Hospital: 162 N 
sophical Libraries, Inc., 1988, 


Anatomy for Surgeons: Volume 3. The Back and Limbs. By 
W. Henry Hollinshead, Ph.D., Professor of Anatomy, Mayo 
Foundation, Rochester, Minnesota. 887 pages. New York: Paul 
B. Hoeber, Inc., 1958. Price $23.50. 


The Triad Disease, Mankind’s No. 1 Killer. By N. Philip 
Norman, M.D. 208 pages. Milwaukee, Wis.: The Lee Founda- 
tion for Nutritional Research, 1958. Price $4.75. 


Heredity of the Blood Groups. By Alexander S. Wiener, A.B., 
M.D., Senior Bacteriologist ( logy) to the Office of the 
Chief Medical Examiner of New York City; Assistant Profes- 
sor, Dept. of Forensic Medicine, New York University Post- 
graduate Medical School; and Irving B. Wexler, A.B., M.D., 
Associate Pediatrician, Jewish Hospital, Brooklyn, N. Y. 150 
pages. New York and London: Grune and Stratton, 1958. 
Price $6.00. 


Practical Blood Transfusion. By J. D. James, M.R.C.S., L.R. 
C.P., Director, a London Blood Transfusion Service. 187 
pages. Springfield, Ill.: Charles C. Thomas, Publisher, 1958. 


ie 4 Changes in Surgery. By Robert F. Pitts, M.D., 

Ph.D., Professor of Physiology and Biophysics, Cornell Uni- 
versity Medical College, New York. 113 pages. one I: 
Charles C. Thomas, Publisher, 1958. Price $4.50 


Food and You. By Edmund Sigurd Nassett, B.A., M.S., Ph.D. 
Professor of Physiology, The University of Rochester School 
of Medicine and Dentistry. 166 pages. New York: Barnes and 
Noble, Inc. Price $1.25. 


Leukemia. By William Dameshek, M.D., Professor of Medi- 
cine, Tufts University School of Medicine; and Frederick 
Gunz, M.D., Ph.D., Hematologist, Christchurch Hospital, 
Christchurch, New Zealand. 420 pages. New York and London: 
Grune and Stratton, 1958. 


The Care of the Geriatric Patient. By E. V. Cowdry, Ph.D., 

Sc.D. (Hon) Director of Wenrse Cancer Research Laboratory, 
Washington et un School of Medicine. 438 pages. St. 
Louis: The C. Mosby Co., 1958. Price $8.00. 


Nutrition and Atherosclerosis. By Louis N. Katz, M.D., Direc- 
tor, Cardiovascular Department, Medical Research Institute, 
Michael Reese Hospital; Professorial Lecturer in Physiology, 
University of Chicago; Jeremiah Stamler, M.D., Director, Heart 
Disease Control Program, Chicago Board of Health; and Ruth 
Pick, M.D., Assistant Director, Cardiovascular Department, 
Medical Research Institute, Michael Reese Hospital. 146 pages. 
Philadelphia: Lea and Febiger, 1958. Price $5.00. 


So You Have Glaucoma. By Everett R. Veirs, M.D. (Dr. Veirs 
is Chief of the Section of Ophthalmology for the Scott and 
White Clinic, Scott and White Memorial —— Temple, 
Texas. He is also Chief Oculist at the Guld, lorado, and 
Santa Fe Hospital, Temple, Texas.) 64 pages. “* 3 York: 
Grune and Stratton, 1958. Price $2.75. 


Renal Circulation in Acute Renal Failure. By Ole Munck, 
M.D., mam ae of hagen. Physician at Rigshopitalet, 
Copen pages. — Ill.: Charles C 
1988, Price $3.00 


Physiology of Spinal Anesthesia. By Nicholas M. Greene, B.S., 
M.A., M.D., Professor of Anesthesiology and Pharmacology, 
Yale ‘University School of Medicine. 195 pages. Baltimore: The 
Williams and Wilkins Co., 1958. Price $6.00. 


The ‘wag ie are Babies. By Lyon P. Strean, M.Sc., Ph.D., 
D.D.S., H.A. Consultant, Norristown State Hospital, 
Consultant, Montgomery Hospital, Norris- 
town, Pa. 194 pages. New York: Twayne Publishers, Inc., 
1958. Price $3.95. 


Emergency War Surgery, NATO Handbook. By the U. S. 
Armed Forces Surgeon General S. B. Hayes, 411 pages. U. S. 
Government Printing Office, Washington, D 


Textbook of Surgery. Edited by Guy Blackburn, M.B.E., 
M.Ch., F.R.C.S., Surgeon, Guy’s Hospital, London; and Rex 
Lawrie, M.S., F.R.CS., D., M. ae Surgeon and Assistant 
Fong of the Department "of Sur, Guy’s Hospital, Lon- 

pages. Springfield, IIl.: Thomas, Pub- 
lisher, 1958. Price $16.75. 


. Thomas, 


Clinical Haematology in Medical Practice. By G. C. de Gruchy, 
M Physician in Charge of the Haematology Clinical Re- 

search Unit, St. Vincent’s Hospital, Melbourne. 601 pages. 
tt cc Ill.; Charles C. Thomas, Publisher, 1958. Price 
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Cytopropane Anesthesia 


By Benj. Robbins, B.A., M.S., M.D. Professor of 
Anesthesiology and Associate Professor of Pharma- 
cology, Vanderbilt University School of Medicine. 
Anesthesiologist in Chief, Vanderbilt Hospital. 293 
pages. Baltimore: The Williams and Wilkins Co., 

1958. Price $9.00. 

This second edition by a well-known authority fills 
an eighteen year interval since the first treatise in 
which Cyclopropane has continued to merit a steady 
increase in popularity. During this time, much clin- 
ical and laboratory work has been done, and many 
studies published to explain the cardiorespiratory ef- 
fects and other peculiarities of this agent. This addi- 
tional work has been compiled and brought up-to-date. 

According to the author, “the present edition re- 
tains thirty-six of the old figures to which thirty- 
eight new ones are added; thirty-nine of the old 
tables with fifteen new ones added; and the present 
bibliography includes about one hundred seventy-five 
new titles of the more significant reports that have 
been made since 1939.” A new chapter on the relaxing 
agents has been added. 

This monograph is recommended for all who ad- 
minister this agent. For those who wish to read fur- 
ther, the bibliography is excellent. 


The Recovery Room 


By John Adriani, M.D., Professor of Surgery, Tulane 

University School of Medicine; and John B. Parmley, 

M.D., Instructor in Surgery, Tulane University 

School of Medicine. 123 pages, Springfield, III: 

Charles C. Thomas, Publisher, 1958. Price $4.50. 

To one who has become accustomed to the many 
advantages of a modern recovery room, it seems in- 
conceivable that a general hospital would lack one 
today. However, it is true that many institutions do 
not have such a service. For those concerned who 
would consider the value to their own hospitals, this 
fine manual will serve as a preliminary guide as well 
as a compilation of some of the more important 
phases of recovery room management. 

The style is concise and readable, and the symposium 
form gives the authors the opportunity to answer 
questions which are most often asked by nurses, phy- 
sicians, administrators, and others. There is a panel of 
some forty-five contributors, and in many cases several 
divergent opinions are expressed in answer to one 
question. There is adequate representation of prob- 
lems in private, tax supported, and military hospitals. 

The subjects covered range from definition and pur- 
pose of a recovery room to physical set-up, location, ad- 
ministration, personnel, equipment, economics, and 
special problems. 

The book can be read in a short time, and it would 
be time well spent for all anesthesia and surgical 
residents, as well as student and graduate nurses. 


Cerebral Palsy 


By Joseph D. Russ, M.D., Assistant Professor of 

Pediatrics; and Hyman R. Soboloff, M.D., Assistant 

Professor of Orthopedics, both of Tulane University 

School of Medicine, New Orleans. 77 pages, Ameri- 

ican Lecture Series. Springfield, Ill: Charles C, 

Thomas, Publisher, 1948. Price $4.00. 

The authors attempt to define and classify this 
disease complex in their opening chapter. The second 
chapter is concerned with etiology, and this is divided 
into prenatal, natal, and postnatal factors. In dis- 
cussing cerebrovascular lesions under the general head- 
ing of postnatal factors, the authors state that con- 
genital aneurysms of the brain constitute a cause of 
cerebrovascular accidents in children. Since in all of 
the large series of cases of intracranial aneurysms, it 
has been pointed out that the condition is virtually 
nonexistent under the age of ten, it seems misleading 
to refer to the subject in this context. In the same 
paragraph the authors state that “stroke . . . may cause 
cerebral palsy in aged adults.” Whatever confusion 
might have been generated by previous definitions 
and classifications is compounded by the use of the 
term “cerebral palsy” to describe the cerebral vas- 
cular lesions in old age. Subsequent chapters relate 
to the varied forms of management of these children. 


In the opinion of the reviewer, this monograph adds 
little to the existing literature on the subject. 


Social Psychiatry in Action 


By Harry A. Wilmer, M.D., Captain, Medical Corps, 
United States Naval Reserve, Naval Medical Re- 
search Institute, Bethesda. 370 pages. Springfield, 
Ill.: Charles C. Thomas, Publisher, 1958. Price 
$8.75. 


It is often assumed in the treatment of psychiatric 
disorders that the patient has lost control of his be- 
havior and that this loss must be compensated for by 
setting up outside controls. The author describes in 
this book his experiences with a quite different ap- 
proach in treatment wherein the patient is helped to 
maintain his own internal controls. Following the 
treatment philosophy of Dr. Maxwell Jones of Eng- 
land, the author set up a therapeutic community ona 
psychiatric admission ward at a United States Naval 
Hospital. The essential character of that therapeutic 
community was defined by the belief that individual 
human dignity is paramount and by community meet- 
ings which served to make this belief effective in the 
life of each patient and staff member. 


The author is a skillful observer of human behavior 
and has presented his observations in an interesting 
and very readable manner. His account discusses the 
role of the various staff members, the conduct of com- 
munity meetings, the minimal use of sedation, and the 
disuse of seclusion. Liberal use is made of individual 
patient-patient and patient-staff interrelationships. The 
book should be both valuable and interesting to all 
who work in an institutional setting. 
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VOLUME 52 


Host-Parasite Relationships in Living Cells 


A Symposium sponsored by the James W. McLaugh- 
lin Fellowship Program, University of Texas. Com- 
piled and edited by Harriet M. Felton, M.D. 245 
pages. Springfield, Ill: Charles C. Thomas, Pub- 
lisher, 1957. Price $6.50. 


In this day of conferences, symposia, colloquia, the 
proceedings of which are published more often than 
not, one could easily be overwhelmed by the sheer 
mass of material available, simply from this source, let 
alone that appearing in the regularly published 
journals. 

Usually published proceedings contain material that 
has been reported elsewhere and is not news to those 
who have intimate knowledge of the subject of the 
symposium. However, for those not able to attend 
these meetings and who may have a rather superficial 
knowledge of the subject, the published proceedings 
are of value. In this publication is a special account 
of recent developments in materials and methods for 
the study of host-parasite relationships and current 
concepts of host-parasite relationships. One of the 
papers by R. A. Good on the “Morphological Basis 
of the Immune Response for Hypersensitivity” is an 
excellent review, which would merit publication by it- 
self without the other high quality papers. 


The Cervical Syndrome 


By Ruth Jackson, M.D., Clinical Assistant Professor 
of Orthopaedic Surgery, The University of Texas 
Southwestern Medical School, Dallas. American 
Lecture Series No. 334. 176 pages. Second Edition. 
Springfield, Ill.: Charles C. Thomas, Publisher, 1958. 
Price $6.50. 


In one small volume of 197 pages, Dr. Ruth Jackson 
has compiled her findings regarding the cervical syn- 
drome after very diligent work. An understanding of 
the anatomy of the cervical spine is mandatory to a 
thorough understanding of the syndrome, and these 
anatomic items are very clearly outlined. While one 
may not agree completely with the author, particularly 
regarding treatment of this syndrome, great credit is 
due her effort for a more thorough-going diagnosis 
rather than calling all similar problems the cervical 
syndrome without further delineation. The treatment 
as discussed is basically conservative and leans decidedly 
away from operative interference. This is a valuable 
book which will be of great use to all physicians con- 
cerned with treatment of this disease of diverse ramifi- 
cations. 


The Practice of Sanitation 


By Edward Scott Hopkins, Principal Associate Engi- 

neer, Bureau Water Supply, Baltimore, Maryland 

(Ret.); and Wilmer Henry Schulze, Assistant Com- 

missioner of Health, Sanitary Section, Baltimore 

City Health Department. Third Edition, 473 pages. 

Baltimore: The Williams & Wilkins Company, 1958. 

Price $8.00. 

This Third Edition of The Practice of Sanitation: 
The first edition was in 1951, reprinted in 1953. Second 
Edition, 1954, reprinted in 1957. Third Edition 1958. 

This volume covers a very wide field of modern 
Sanitation practice and fills a long felt need for a 
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volume of its kind. Chapter 1 is historical and affords 
interesting reading. The following chapters bring the 
reader up-to-date on newer developments in modern 
sanitation. It will prove invaluable in the libraries of 
sanitarians and sanitary engineers as well as in schools 
of public health. This volume should fill a growing 
need of the teacher, the student, the nurse, the health 
officer and the layman and anyone interested in the 
practice of sanitation. 


Convulsive Disorders of Children 


By Dora Hsi-Chih Chao, M.D., Physician and As- 

sistant Director, Blue Bird Clinic, Methodist Hos- 

pital and Assistant Professor of Pediatrics and 

Neurology, Baylor University College of Medicine, 

Houston; Ralph Druckman, M.D., Neurologist, Blue 

Bird Clinic, Methodist Hospital and Assistant Pro- 

fessor, Departments of Neurology and Physiology, 

Baylor University College of Medicine, Houston; 

Peter Kellaway, A.M., Ph.D., Director, Blue Bird 

Clinic, Methodist Hospital, and Associate Professor, 

Department of Physiology, Baylor University Col- 

lege of Medicine, Houston. 140 pages. Philadelphia 

and London: W. B. Saunders Company, 1958. 

This is a handy, concise reference for convulsive 
disorders in children and would be of use to students 
and all physicians dealing with children. 

The book covers the investigation, diagnosis, and 
management of the various disorders and gives il- 
lustrative examples and references for each condition. 
There are helpful discussions of terminology, classifi- 
cation, basis of seizure manifestations and the uses 
and limitations of electroencephalography. A chapter 
on epilepsy in adult life is included. A table sum- 
marizing the various drugs and how they are used in 
the control of convulsions is very helpful. 


So You Have Glaucoma 


By Everett R. Veirs, M.D. 64 pages. New York, 
Grune and Stratton. (Dr. Veirs is Chief of the Sec- 
tion of Ophthalmology for the Scott and White 
Clinic, Scott and White Memorial Hospitals, Temple, 
Texas. He is also chief oculist at the Guld, Colorado, 
and Santa Fe Hospital, Temple, Texas.) July, 1958. 
Price $2.75. 
~ This small book is written for the benefit of patients 
with glaucoma. The author has not only discussed 
briefly the anatomy and physiology of the eye, but 
also the medical as well as the surgical treatment of 
glaucoma. The importance of following the advice of 
your ophthalmologist is stressed at all times. This 
would be a very valuable book for the ophthalmologist 
to have in his library to lend to patients with glau- 
coma so that they might have a better understanding 
of their disease. 


Therapeutic Exercise 


The third volume of Physical Medicine Library. 

Edited vy Sidney Licht, M.D. 858 pages. New 

Haven, Conn.: Elizabeth Licht, Publisher, 1958. 

Price $16.00. 

The editor has compiled the writings of many au- 
thors into the book, Therapeutic Exercise which deals 
with the broad subject of exercise as it relates to 
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medical treatment. Of the 36 contributing authors, 26 
are specialists in the field of physical medicine, 2 in 
orthopedics, 2 in medicine and one each in anatomy, 
neurology, research, physiology, pathology and cor- 
rective therapy. Included in this group are 8 foreign 
writers, 


In an effort to present the comprehensive subject of 
therapeutic exercises in a practical manner, the editor 
groups the chapters in the three classifications of basic 
science, methods and application of therapeutic exer- 
cise. Chapters I, II and III deal with the basic motor 
unit, its physiology and structure; chapters IV and V 
present shoulder, hip, hand and foot motions and 
chapter VI is devoted to “trick motions.” Chapter VII 
discusses muscle and joint measurements and chapter 
VIII presents manual muscle testing. Chapter IX de- 
scribes the therapeutic gymnasium with the necessary 
equipment for the small, the general and the psychi- 
atric hospital. Chapter X relates to underwater exer- 
cise in the Hubbard tank and in the pool. Chapters 
XI through XIV describe specific methods which may 
be used in giving exercise such as the resistance exer- 
cises of De Lorme, the proprioceptive facilitation work 
of Kabat, kinetic occupational therapy and sports in 
medicine. Chapter XV presents the construction and 
fitting of the crutch and cane and the kinesiology of 
crutch and cane walking. Chapters XVI and XVII give 
the history and principles of therapeutic exercise. 
Chapters XVIII through XXXV present specific medi- 
cal conditions and appropriate exercise procedures for 
each. Included in these chapters are the following con- 
ditions: posture, scoliosis, poliomyelitis, amputations, 
arthritis, orthopedic conditions, foot deformities, hemi- 
plegia, paraplegia, cardiac disease, cerebral palsy, mul- 
tiple sclerosis, mental disease, pulmonary disease, vas- 
cular disease, obstetrical and orthoptic conditions and 
exercises for the healthy person. 


Each chapter is presented according to the style of 
the individual author and includes numerous refer- 
ences, there are ample illustrations, particularly in those 
chapters dealing with gait, wheel chair sequences and 
orthopedic conditions. There are two indices listed, 
one according to author and one to subject matter. 
As a reference book, Therapeutic Exercise will be 
helpful to the physician, medical student, physical 
therapist and other professional personnel responsible 
for an exercise program related to a given disability. 
As the editor states, “this is the largest single volume on 
therapeutic exercise in any language.” 


Reversicon. A Medical Word Finder 


By J. E. Schmidt, BS., M.D., Litt.D., President 
American Society of Grammatolators; Chairman, Na- 
tional Association on Standard Medical Vocabulary. 
440 pages. Springfield, Ill: Charles C. Thomas, 
Publisher, 1958. Price $7.50. 

The author describes this as the Reversicon. It is 
a remarkable book and one which can be of great aid 
to the medical writer. 


The author points out that the conventional dic- 
tionary is used by beginning with a word whose 
meaning is desired. Of course, the use of the ordinary 
dictionary is simple if one knows the word one wishes 
to define. The Reversicon, as the author puts it, is a 
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“reversed dictionary” in which “meanings, concepts, 
ideas and thoughts” are listed in alphabetical order, 
If one thus has an idea or a concept in mind, one 
looks this up and thus finds the meaning. If one is 
trying to remember the word “scotoma” but cannot 
think of the word, the following clues may be looked 
up in the Reversicon, each of which provides the word 
“scotoma:” 

Blind spot in field division— 

Visual field, dark spots in— 

Field of vision, dark spot in— 

Spot, dark, in fields of vision— 

It is quite obvious that this new approach to prompt- 
ing one’s memory will be of marked assistance to the 
medical writer and save him time without end. 


How to Live With Diabetes 


By Henry Dolger, M.D., Chief, Diabetes Clinic, Mt. 

Sinai Hospital, New York and Bernard Seeman. 188 

pages. New York: W. W. Norton & Company, 1958. 

Price $3.50. 

The authors have succeeded in producing a clearly 
written book which the average intelligent diabetic 
should find very helpful in answering the many ques- 
tions about his disease. Included are the exciting his- 
torical aspects of the dietary, insulin, and sulfonylurea 
methods of management of diabetes. Thus this easy- 
to-read text is not the usual do-it-yourself manual dia- 
b2tics commonly use. Physicians themselves will find 
this book a helpful guide in discussing diabetes on 
the patient level. 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 
Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Because of lack 
of space, it is necessary to limit the number of bibliographic 
references to twenty. Footnotes and references should con- 
form to the following style: 


1. Doe, J. E.: What You Should Know 
about It, New England J. Med. 
243:435, 1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 

Reprints: Reprints are available at publisher's cost. An 
order form will accompany author's galley proof and should 
be returned with the galley to the Editor. 

Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 

Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 

Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, 2601 
Highland Avenue, Birmingham 5, Alabama. 
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In 
smooth 
muscle 
spasm... 


controls 
stress 


relieves 
distress 


Pro-Banthine with Dartal 


Pro-Banthine— Specific Clinical Applications: Functional gastroin- 
unexcelled for relief of cholinergic spasm— testinal disturbances, pylorospasm, peptic ulcer, gas- 
has been combined with tritis, spastic colon (irritable bowel), biliary dyskinesia. 
Dartal— aad , Dosage: One tablet three times a day. 

new, well-tolerated agent for stabilizing emotions— _ 

to provide you with Availability: Aqua-colored tablets containing 15 mg. 
Pro-Banthine with Dartal— of Pro-Banthine (brand of propantheline bromide) 


for more specific control of functional gastrointestinal 29d 5 mg. of Dartal (brand of thiopropazate dihydro- 
disorders, especially those aggravated by emotional chloride). G. D. Searle & Co., Chicago 80, Illinois, 
tension. Research in the Service of Medicine. 
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“the G-I tract 
is the 
barometer 
of the mind...”’ 


Belbarb 
soothes the agitated mind 
» ¢ and calms the G-I spasm 
through the central effect 
} of phenobarbital and the 
synergistic action of 


fixed proportions 
of natural belladonna 
alkaloids on the 


gastrointestinal tract. 


BAR 


SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES C:; & COM PANY, Richmond, Virginia 


0 
3 
; 


les 


offers four beneficial effects 


1. relieves anxiety, tension and related depression 

2. exerts a unique alerting effect in many patients 

3. dispels preoccupation with emotionally induced symptoms such as : 
headache, g.i. disturbances and non-specific musculoskeletal pain 


4. normalizes sleeping and eating habits 


WokKING PATIENTS appreciate Compazine’s remarkable freedom from drowsiness 
and the convenient daylong calming effect of a single ‘Compazine’ Spansulet 
capsule, taken on arising. Also available: Tablets, Ampuls, Multiple dose 

vials, Syrup and Suppositories. 


WG) SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+ T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


for your anxious patients 
- 
Inia 
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in the 


decades 


Biliary Constipation is a 


common complaint* | 4 


Because biliary stasis is commonly 
physiologic | an underlying cause of constipation, 
3-way action Caroid and Bile Salts Tablets pro- 


vide bile salts to stimulate the se- 


CHOLERETIC cretion and flow of hepatic bile. 


| They also contain Caroid, a potent 
DIGESTANT enzyme, that increases protein di- 
gestion by as much as 15%, and mild 
LAX ATIVE ae, stimulant laxatives to improve peri- 
staltic rhythm and tone. 

cnis three-way action works 
biliary constipation promptly and effectively to relieve 
such common symptoms as disten- 
tion, eructation, flatulence, and helps to restore the normal pattern 
of elimination without cramping or griping. 


*Gauss, H.: Biliary Constipation, Am. J. Digest. Dis. 10:141(April) 1943 


Caroid® and Bile Salts Tablets 


RESTORE REGULARITY WITHOUT IRRITATION, GRIPING, OR FLATULENCE 


SAMPLES ON REQUEST 


AMERICAN FERMENT Co., INc. * 1450 Broadway * New York 18, N. Y. 


J 

: 

‘ 


the first true tranquilaxant* 


Potent MUSCLE RELAXANT 


... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [ <L. tranquillus, 


quiet; L. lexare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop ; 
research, is a new orally administered 
nonhypnotic central relaxant and tranquilizer. 

It relieves muscle spasm in a variety of 

musculoskeletal and neurologic conditions 

and also exerts a marked tranquilizing effect 

in anxiety and tension states. 


Unrelated chemically to any other drug in 
current use, Trancopal offers a completely new 
major chemical contribution to therapeutics. 


ii Chlormezanone: 2-(4-chlorophenyl)-3- 
methyl-4-metathi 1-dioxide 


‘ 
2 


Thoroughly evaluated clinically... 


Clinical studies of 4092 patients by 105 physicians’ have demonstrated that Trancopal 
often is effective when other drugs have failed. From these studies it is evident that 
Trancopal can provide more help for a greater number of tense, spastic, and/or 
emotionally upset patients than can any other chemotherapeutic agent in current use. 


In musculoskeletal conditions’ 


effective in % of patients 
|: | 


INDICATIONS 
Low back pain (lumbago) Neck pain (torticollis) 
Bursitis Rheumatoid arthritis 
Osteoarthritis Disk syndrome 
Fibrositis Joint disorders (ankle sprain, 
Myositis tennis elbow, etc.) 


Postoperative myalgias 


By relieving muscle spasm and pain, Trancopal permits early and active purposeful 
exercise and physical therapy to accomplish maximal benefits for rapid recovery. 


Trancopal 


Dosage: One Caplet (100 mg.) orally three or four times daily. Relief of symptoms 
occurs in fifteen to thirty minutes and lasts from four to six hours. 
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In anxiety and tension states’ 


effective in OO" of patients 


INDICATIONS 
Anxiety and tension states Dysmenorrhea 
Premenstrual tension Asthma 
‘Emphysema Angina pectoris 


Because of its exceptional calmative property, Trancopal “... allows the patient to 
use his energies in a more productive manner in overcoming his basic problem.” 


MUSCULOSKELETAL 
CONDITIONS 


PSYCHOGENIC 
CONDITIONS 


2929 Patients 1163 Patients TOTAL 4092 Patients 


MAJOR IMPROVEMENT 
84% 


Of the total patients treated, Trancopal produced excellent results in 43 per cent, good 
results in 41 per cent, fair results in 6 per cent, and poor results in 10 per cent. 


Better tolerated and safer than older drugs’ 


With Trancopal there is no clouding of consciousness, no euphoria or depression. Even 
in high dosage, there is no perceptible soporific effect. Because it does not irritate 
gastric mucosa, it can be taken without regard to mealtimes. Administration does not 
hamper work — or play. There are no known contraindications. Blood pressure, pulse 
rate, respiration and digestive processes are unaffected by therapeutic dosage. 

Toxicity is extremely low. And Trancopal has a lower incidence of side effects than 
has zoxazolamine, methocarbamol or meprobamate. 


% | | 


Comparison with 3 widely used central relaxants 


When compared with three widely used central relaxants for activity, safety and clinical effectiveness, 


Trancopal offers definite desirable advantages. 


TRANCOPAL Meprobamate Zoxazolamine = Methocarbamol 


Mice=LD,, 


Safety Ratio = 


Usual Human Dose 


TRANCOPAL Meprobamate Zoxazolamine Methocarbamol 


TRANCOPAL Meprobamate Methocarbamol Zoxazolamine 


for activity 
In the usual human dose, Trancopal is four to ten 
times as potent per milligram. 


for safety 


Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe or up to 
thirteen times less toxic. The measure of safety 
was the LDso in mice/usual human dose. 


for clinical effectiveness 


A clinical comparison in low back pain, torticollis, 
bursitis and anxiety states showed that Trancopal 
is up to four times as effective. Each of the 40 
patients received all four drugs in random rota- 
tion for several days. Although each of the four 
gave some relief, only the one providing the most 
effective relief was recorded. 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Cooperative Study, Department of Medical Research, Winthrop Laboratories. * 2. Gans, S.E.: To 
be published. + 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 
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(| Laboratories New York 18, New York 


Printed in U. S.A. 3.5914 
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tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...”? 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 
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henylbutazone Geicy) 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement...."2. Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”2 Spondylitis: All patients 
“...experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
patients with various forms showed 
“..-8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....”? 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (pheny!- 
butazone ceicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenylbutazone ceicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methylbro- 
mide, 1.25 mg. 
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when pollen allergens 
. attack the nose... 


* Triaminic provides more effective therapy in 


respiratory allergies because it combines two 
antihistamines’* with a decongestant. 


* ++ "These antihistamines block the effect of histamine on the nasal 
and paranasal capillaries, preventing dilation and exudation? 
» - * This is not enough; by the time the physician is called on to 
Fe ee provide relief, histamine damage is usually present and should 
be counteracted. 
The decongestive action of orally active phenylpropanolamine 
helps contract the engorged capillaries, reducing congestion 
aa and bringing prompt relief from nasal stuffiness, rhinorrhea, 
sneezing and sinusitis.4:> 
° ce « 
eae ae TRIAMINIC is orally administered, systemically distributed and 
ace reaches all respiratory membranes, avoiding nose drop addic- 
ir tion and rebound congestion.®: 7 TRIAMINIC can be prescribed 


for prompt relief in summer allergies, including hay fever. 


References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 
1958. 6. Lhotka, F. M.: Hlinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 5:1183 (Sept.) 1958. 


x IC 
Also available: TRIAMINIC SYRUP for those 
patients of all ages who prefer a liquid 


medication. Each 5 ml. teaspoonful is 


TRIAMINIC provides around-the- 
clock freedom from hay fever and 
other allergic respiratory symp- 
toms with just one tablet q. 6-8 h. 


because of the special timed- “gy equivalent to Y% Triaminic Tablet or 4 

release design. 

Triaminic Juvelet. TRIAMINIC JUVELETS 

Each TRIAMINIC timed-release tablet provides: provide half the dosage of the Triaminic 

Phenylpropanolamine 2) aera 0 mg. Tablet with the same timed-release action 
Phemiramine 25 mg, 
25 mg. for prompt and prolonged relief, 


running noses &. &. and open stuffed noses orally 


SMITH-DORSEY ° a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 
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INTRODUCING 


“ distinct advance in 
parenteral chloramphenicol therapy” 


on intravenously 


Highly soluble in water or other aqueous parenteral fluids, CHLOROMYCETIN SUCCINATE solution 


is easily prepared for use by recommended parenteral routes in a wide range of concentrations. Tis- 
sue reaction at the site of injection is minimal, permitting continuous daily dosage, even in children. 
EXCELLENT CLINICAL RESULTS—CHLOROMYCETIN SUCCINATE provides broad-spectrum antimicrobial 
effectiveness and may be used whenever CHLOROMYCETIN is indicated. Since effective blood and 
tissue concentrations of the antibiotic are produced within a short time, clinical response is gener- 
ally rapid. Signs of irritation at injection sites have been few. 

SUPPLY -CHLOROMYCETIN SUCCINATE (chloramphenicol sodium succinate, Parke-Davis) is sup- 
plied in Steri-Vials,® each containing the equivalent of 1 Gm. of chloramphenicol; packages of 10. 
CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been associated 
with its administration, it should not be used indiscriminately, or for minor infections. Furthermore, as with 
certain other drugs, adequate blood studies should be made when the patient requires prolonged or inter- 
mittent therapy. 


*Ross, $.; Puig, J. R., & Zaremba, E. A., in Welch, H., & Miarti-Ibafiez, FE: Antibiotics Annual 1957-1958, New York, Medical Ency- 
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packaging KNOLL PHARMACEUTICAL COMPANY 


(wine-like flavored 15 
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METRAZOL 


reactivates the geriatric patient 


METRAZOL 


reactivates the convalescent 


ME TRAZOL 


reactivates the fatigued 


dosage for the geriatric patient- 2 tablets or teaspoonfuls, three times daily. 
for the convalescent and the fatigued -1 or 2 tablets or teaspoonfuls, three times daily. 


METRAZOL Tablets and Liquidum 
Each tablet, 100 mg. METRAZOL. Each teaspoonful, 100 mg. METRAZOL and 1 mg. thiamine, 


availability — for those patients who need additional vitamins — 
Vita-METRAZOL Blixir and Tablets 


Each teaspoonful, 100 mg. METRAZOL, 10 mg. niacinamide, 1 mg. each of thiamine, 
riboflavin, pyridoxine, and 2 mg. d-panthenol, Each tablet, in addition, 25 mg. vitamin C, 


METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 


Tablets in end (formerly Bilhuber-Knoll Corp.) 


alcoholic solution) in pints. Orange, New Jersey 


be prepared... 


fast, effective and long-lasting relief from: 


sunburn 
poison wy 
insect bites 
minor cuts 
and abrasions 


The water-soluble, nonstaining base melts on con- 
tact with the tissue, releasing the Xylocaine for 
immediate anesthetic action. It does not interfere 
with the healing processes. 


», Astra Pharmaceutical Products, Inc., 
Worcester 6, Mass., U.S.A. 


xY LOCAIN E* 


(brand of lidocaine*) 
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in over three years of clinical use 
in over 600 clinical studies 


FOR RELIEF OF ANXIETY 

— AND MUSCLE ‘TENSION 


, Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 


Has not produced hypotension, 
agranulocytosis or jaundice 


Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets. 


ay WALLACE LABORATORIES, New Brunswick, N. J. 


CM-8043 


SOUTHERN MEDICAL JOURNAL 


FRACTURED 
TIBIA? 


_ ACCELERATE THE 
RECOVERY 
PROCESS WITH 


LEDERLE 
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Continued from page 620 


Dr. Thomas S. Edwards, Jacksonville, has been elect- 
ed President of the Duval County Division of the 
Arthritis and Rheumatism Foundation. 

Dr. Charles R. Burbacher, Coral Gables, has been 
awarded the Order of the British Empire by Queen 
Elizabeth for his work with crippled children in the 
Bahama Islands. 

The following county medical societies have elected 
officers: 

Duval. Dr. Samuel M. Day, President; Dr. Floyd K, 
Hurt, President-Elect; Dr. Gordon H. Ira, Vice-Presi- 
dent; Dr. Ray O. Edwards, Jr., Secretary; and Dr, 
Sidney Stillman, Treasurer. 

Lee-Charlotte-Hendry. Dr. Wilson A. Rumberger, 
President; Dr. Gustave F. Bieber, Vice-President; and 
Dr. James C. Carver, Secretary-Treasurer, all of Fort 
Myers. 

Leon-Gadsden-Liberty-Wakulla-Jefferson. Dr. Hil 
liard R. Reddick, Quincy, President; Dr. Edson J. 
Andrews, Tallahassee, Vice-President; and Dr. Nelson 
H. Kraeft, Tallahassee, Secretary-Treasurer. 

Manatee. Dr. Irving E. Hall, Jr., President; Dr. 
John A. Shively, Vice-President; and Dr. Joseph E. 
Duke, Secretary-Treasurer, all of Bradenton. 


GEORGIA 
L. M. Freedman, Savannah, has been elected 


Continued on page 63 


“Brewers’ yeast is an excellent source 
of protein of high biologic value and 
of the vitamins of the B complex.... 
When it is desired to give additional 
vitamins of the. B complex and to 
add to the protein quota of the diet, 
this food can profitably be incorpo- 
rated in other foods.”* 


an eminently valuable natural supple 
: ment — with these unique advantages: 
e Richest natural source of vitamin By 
complex factors plus nutritionally 
complete protein 
@ Optimal balance of amino acids ang 
B complex factors 
Important source of minerals 


VITAMIN FOOD CO,,INC. Newark 4, NJ 
“McLester, J. S., and Darby, W. 
lh Diecase, ai. 6. 
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Dr. Thomas S. Edwards, Jacksonville, has been elect- 
ed President of the Duval County Division of the 
Arthritis and Rheumatism Foundation. 

Dr. Charles R. Burbacher, Coral Gables, has been 
awarded the Order of the British Empire by Queen 
Elizabeth for his work with crippled children in the 
Bahama Islands. 

The following county medical societies have elected 
officers: 

Duval. Dr. Samuel M. Day, President; Dr. Floyd K, 
Hurt, President-Elect; Dr. Gordon H. Ira, Vice-Presi- 
dent; Dr. Ray O. Edwards, Jr., Secretary; and Dr, 
Sidney Stillman, Treasurer. 

Lee-Charlotte-Hendry. Dr. Wilson A. Rumberger, 
President; Dr. Gustave F. Bieber, Vice-President; and 
Dr. James C. Carver, Secretary-Treasurer, all of Fort 
Mvers. 

Leon-Gadsden-Liberty-Wakulla-Jefferson. Dr. Hil- 
liard R. Reddick, Quincy, President; Dr. Edson J. 
Andrews, Tallahassee, Vice-President; and Dr. Nelson 
H. Kraeft, Tallahassee, Secretary-Treasurer. 
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“Brewers’ yeast is an excellent source 
of protein of high biologic value and 
of the vitamins of the B complex.... 
When it is desired to give additional 
vitamins of the B complex and to 
add to the protein quota of the diet, 
this food can profitably be incorpo- 
rated in other foods.”* 


an eminently valuable natural supplé 
- ment — with these unique advantages: 


VITAMIN FOOD CO.,-INC. ied 4, NA 


*McLester, J. S., and Darby, J.: Nutrition and 
in Health and Disease, ed 
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inaxar’ 


2 hydroxy 2-phenvlethyl carbamate 


skeletal 


i | 
Chemically unlike any other muscle p 
relaxant, Sinaxar is 
e consistently effective in the majority 
of cases 
e long acting: no fleeting effects 
purely a skeletal muscle relaxant... 
free of adverse physical or psychic & 
effects frequently encountered with AS RS, 
tranquilizers 
fs. 
DOSAGE: Two tablets three or four times daily. \ was 
SUPPLIED: 200 mg. tablets in bottles of 50. F RL eoeF 
INDICATIONS: Any condition involving skeletal 
spasm, as musculoskeletal disorders: acute and chronic nod XY 
back ache; arthritides; bursitis; disc syndrome; fibrositis; é 


myalgia; myositis; osteoarthritis; following orthopedic 
procedures; rheumatoid arthritis; spondylitis; sprains 
and strains; torticollis; neurologic disorders: cerebral 
palsy; cerebrovascular accidents; cervical root syndrome: 
multiple sclerosis. 


ARMOUR 


4 
ARMOUR PHARMACEUTICAL COMPANY ¢ A Leader in Biochemical Research * KANKAKEE, ILLINOIS 
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When the optimum weight is reached— 

the maintenance of desired eating patterns is 
most important. Continuing support by the 
physician is necessary. Here, Obedrin and 
the 60-10-70 Plan can be valuable aids to 
both the physician and patient. 


FORMULA: tablets and capsules 


Semoxydrine® HCI... .. . 5 mg. 
(Methamphetamine HCl) 
Pentobarbital......... 20 mg 
Ascorbic Acid. ........ 100 mg 
Thiamine Mononitrate 0.5 mg. 
Riboflavin .......... 1 mg. 
Nicotinic Acid. ........ 5 mg. 


provide a rational 


weight control regimen 


OBEDRIN PROVIDES: 
Methamphetamine for its proven 
anorexigenic and mood-lifting effects. 


Pentobarbital as a balancing agent, 
to guard against excitation. 


Vitamins B, and B, plus niacin to 
supplement the diet. 


Ascorbic acid to aid in the mobilization 
of tissue fluids. 


Bristol, Tennessee - New York - Kansas City - San Francisco THE S. E. BVT ASSENGILL COMPANY 
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for effective timing...a flexible dosage form 


tablets 
or capsu les 


LUNCH DINNER EVENING SNACK 


Obedrin tablets or capsules provide a flexible dosage form 
which may be prescribed to depress the appetite at 
peak hunger periods. 


The pentobarbital content assures control of excess 
central nervous stimulation, and the 60-10-70 Basic Plan 
provides for a balanced food intake with sufficient protein 
and roughage. 


Obedrin is available in tablet and capsule form. 


Currently, mailings 


will be forwarded only ADVANTAGES OF OBEDRIN 
at your request. Write 
for 60-10-70 menus, e@ An effective anorexigenic agent 


weight charts, and 


samples of Obedrin @ A flexible dosage form 


@ Minimal central nervous stimulation 
@ Vitamins to supplement the diet 
@ No hazards of impaction 


CObedrin 


and the 60-10-70 Basic Plan@ 


Bristol, Tennessee New York Kansas City San Francisco THE S.E. ASSENGILL COMPANY 
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treats their 


eeeeacne 


© while they 
wash 


...and this is how it works 


Fostex provides essential actions necessary in treating 
acne. It washes off excess oil. It unblocks pores by 
penetrating and softening blackheads. It dries and peels 
the skin, removing papule coverings, thus permitting 
drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of surface- 
active wetting agents with remarkable antiseborrheic, 
keratolytic and antibacterial actions ...enhanced by 
sulfur 2%, salicylic acid 2%, hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and 
di dioctyl If cinate. 


Your patients will like Fostex because it is so simple to 
use. They simply wash acne skin 2 to 4 times a day with 
Fostex, instead of using soap. 


G FOSTEX CREAM ©—YFOSTEX CAKE 


... in 4,5 oz. jars. Forthera- ...in bar form. For therapeu- 
peutic washing in the initial tic washing to keep the skin 
phase of oily acne treatment. dry and free of blackheads 
during maintenance therapy. 
Also used in relatively less 
Write for samples. oily acne. 


WESTWOOD PHARMACEUTICALS Buffalo 13, New York 


MAY 1959 


| 
62 
¥ 
= \\ 
G/ 
degreases the skin helps remove blackheads’' dries and peels the skin 
- 
: 


959 


VOLUME 52 


Continued from page 58 


President of the Physicians Service Association by the 
Board of Directors. 

Dr. Thomas A. Amburgey, Savannah, has been 
named Medical Director of the Clair Henderson 
Memorial Center. 

Dr. FE. F. Seay, Ft. Valley, has been named Chief of 
the Medical Staff at the newly opened Peach County 
Hospital. 

Dr. William R. Anderson has been elected President 
of the Medical Staff of the Americus and Sumter 
County Hospital. Dr. R. A. Collins, Jr.. was elected 
Vice-President; and Dr. William B. McMath, Secretary. 
All are of Americus. 

Dr. Frank A. Wilson III, Leslie, was appointed to 
the Board of Trustees of Union High School by the 
Sumter County Board of Education. 

Dr. A. G. Hendrick, Perry, was named by the Perry 
Kiwanis Club as the “Man of the Year” for 1958. 

Dr. James E. Anthony, Jr., Decatur, has been certi- 
fied by the American Board of Surgery. 

Dr. Richard W. Blumberg, Professor of Pediatrics in 
Emory School of Medicine, has been named Director 
of Professional Services at Egleston Hospital in 
Atlanta. 

Macon Hospital’s new medical staff officers have 
been named for the coming year. The officers include 
Dr. W. D. Hazlehurst, Chief Medical Staff Officer; Dr. 
E. C. McMillan, Jr., Vice-Chief of Staff; Dr. ‘Thomas 
Harrold, President; Dr. J. S. Mavs, Vice-President; Dr. 


Yes, any for 


corticoid-salicylate 
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John Thomas Dupree, Secretary; and Dr. Willard R. 
Golsan, Parliamentarian. 

Dr. William F. Hamilton, of the Medical College of 
Georgia, has been presented with the Gold Heart 
Award of the American Heart Association. 


KENTUCKY 


The University of Louisville Medical School Library 
has been named the “Kornhauser Memorial Medical 
Library” in honor of Sidney I. Kornhauser, Ph.D., 
long-time Professor of Anatomy and one of the most 
beloved members of the faculty before his death in 
January. 

The Kentucky Council of Allied Medical Services has 
elected Dr. Woodford B. Troutman, Louisville, Ken- 
tucky State Medical Association Secretary, Vice-Chair- 
man for 1959. 

The following County Medical Societies have elected 
officers: 

McCracken County. President, Dr. Walker C. Tur- 
ner; Vice-President, Dr. B. A. Washburn; and Secre- 
tary, Dr. Vernon D. Pettit, all of Paducah. 

Mercer County. President, Dr. E. H. John; Vice- 
President, Dr. T. C. VanArsdall; and Secretary-Treas- 
urer, Dr. C. B. VanArsdall, Jr., all of Harrodsburg. 

Nelson County. President, Dr. John J. Sonne; Vice- 
President, Dr. A. D. Steely; and Secretary-Treasurer, 
Dr. Charles B. Spalding, all of Bardstown. Dr. Sonne 
will also serve as President of the Staff of Flaget 
Memorial Hospital for 1959. 


Continued on page 71 
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Sound, conservative therapy with salicylates has been consistently reaffirmed as basic, 
long-term maintenance therapy in the arthritides. 


Buffered Pabirin provides superior maintenance therapy. It epitomizes fundamen- 
tal long-term basic therapy since it can be given month after month without serious 
complications and with minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high and sustained salicylate blood levels. 
Each tablet consists of an outer layer containing a buffer (aluminum hydroxide), 
para-aminobenzoic acid, and ascorbic acid; a core of acetylsalicylic acid. 


In the stomach, the outer layer quickly releases the buffer, which protects against 
nausea, dyspepsia and other gastrointestinal symptoms so frequently encountered 
with salicylates alone. The core of Buffered Pabirin then disintegrates rapidly, per- 


Photographs show 2-stage 


Tandem Release disintegration. 


Each tablet contains: 


Acetylsalicyiic acid (5 gr.).......... 300 mg. 
Para-aminobenzoic acid (5 gr.)....300 mg. 
Dried aluminum hydroxide gel....100 mg. 


All Buffered Pabirin is sodium- and 
potassium-free. 


Dosage: Two or three tablets 
3 or 4 times daily. 


Buffered 


mitting rapid absorption of the acetylsalicylic acid for faster pain relief. 


References: 1. Hart, D.; Bagnall, A. W.; 
Bunim, J. J., and Polley, F. H.: Ninth Inter- 
national Congress on Rheumatic Diseases. 
Toronto, Ont. (June 25) 1957. 2. Report of 
Joint Committee, Medical Research Council & 
Nuffield Foundation, Treatment of Rheumatoid 
Arthritis, British Medical Journal (April 13) 
1957. 3. Friend, D. G.: New England J. Med. 
257:278 (Aug.) 1957. 


SMITH-DORSEY: a division of The Wander Company « Lincoln, Nebraska - Peterborough, Canada 
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new for total 
management 


of itching, 


Dermatitis repens [with staph 


e 34 
im same and monilia| 7 weeks duration 


infected 


| Kenalog, Spectrocin and Mycostatin in Plastibase g 


ointment 


antipruritic /anti-inflammatory /antibacterial/antifungal 
of ankle—5 years duration 


Mycolog Ointment — containing the new superior topical corticoid Kenalog — re- 
duces inflammation,** relieves itching," and combats or prevents bacterial, 
monilial and mixed infections.*” It is extremely well tolerated, and assures a rapid, 
decisive clinical response for most infected dermatoses. 


“Thirty-one of 38 patients . . . obtained excellent or good control of dermato- 
logical lesions . . . [Mycolog] was highly effective, particularly in the man- 
agement of mixed infections. Several recalcitrant eruptions which had not 
responded to previous therapy were remarkably responsive to the daily 
application of this preparation over periods of 2 to 3 weeks.”* 


For total management of itching, inflamed, infected skin lesions, Mycolog contains 
triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective 
relief of itching, burning and inflammation** — neomycin and gramicidin for power- 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 
albicans infections.** 


Application: Apply 2 to 3 times daily. Supply: 5 Gm. and 15 Gm. tubes. Each gram supplies 1.0 mg. (0.1%) triam- 
cinolone acetonide, 2.5 mg. neomycin base, 0.25 mg. gramicidin, and 100,000 units nystatin in pLastipase. 

References: 1. Shelmire, J.B., Jr.: Monographs on Therapy 3:164 (Nov.) 1958.+ 2. Nix, T.E., Jr., and Derbes, V.J.: 
Monographs on Therapy 3:123 (Nov.) 1958. - 3. Robinson, R.C.V.: Bull. School of Med., U. Maryland 43:54 (July) 
1958. - 4. Sternberg, T.H.: Newcomer, V.D., and Reisner, R.M.: Monographs on Therapy 3:115 (Nov.) 1958. + 5. 
Clark, R.F., and Hallett, J.J.: Monographs on Therapy, 3:153 (Nov.) 1958. + 6. Smith J.G., Jr.; Zawisza, R.J., and 
Blank, H.: Monographs on Therapy, 3:111 (Nov.) 1958. + 7. Monographs on Therapy, 3:137 (Nov.) 1958. + 8. 


Howell, C.M., Jr: North Carolina M.J. 19:449 (Oct.) 1958. + 9. Bereston, E.S.: South. M.J. 50:547 (April) 1957. Squibb Quality — the Priceless Ingredient 


And whatever the topical corticoid need, a suitable Squibb formulation is available—Kenalog-S Lotion—7% cc. 
plastic squeeze bottles. Each cc. supplies 1.0 mg. (0.1%) triamcinolone acetonide, 2.5 mg. neomycin base and 
0.25 mg. gramicidin. Kenalog Cream, 0.1%—5 Gm. and 15 Gm. tubes. Kenalog Lotion, 0.1%—15cc. plastic squeeze 


bottles. Kenalog Ointment, 0.1%—5 Gm. and 15 Gm. tubes. AND ‘KENALOG? ARF SQUIBE TRADEMARKS 


‘spectrocin’®, «mycostatin’®, 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX® 


at 


mek 
the ove lopmereé of HOW 


(brand of hydroxyzine) 


ep ani 
‘chi amenaiie 


we ORKING ADULTS: 


effective in 


ng 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 
behavior disorders 


10 mg. 3-6 years, one tablet t.i.d. 
tablets over 6 years, two tablets t.i.d. 
Syrup 3-6 years, one tsp. t.i.d. 


over 6 years, two tsp. t.i.d. 


For adult tension 25 mg. one tablet q.i.d. 
and anxiety tablets 

Syrup one tbsp. q.i.d. 
For severe emotional 100 mg. one tablet t.i.d. 
disturbances tablets 


For adult psychiatric 
and emotional 
emergencies 


ATARAX 


Parenteral | 25-50 mg. (1-2 cc.) intramus- 
Solution cularly, -4 times daily, at 
4-hour intervals. Dosage for 
children under 12 not 
established. 


: Supplied: Tablets, bottles 
: of 100. Syrup, pint bottles. 
Parenteral Solution, 10 cc. 

: multiple-dose vials. . 


: References: 1. Smigel, J. O., 
$ et al.: J. Am. Ger. 
e in press. 2. Freedman, A. M.: 


(May = 1957. 4. Menger, 

H. C.: New York J. Med. 
58:1684 (May 15) 1958. 

5. Coirault, M., et al.: Presse 
méd. 64:2239 (Dec. 26) 1956. 
.Bayart, J.: Presented at 

he International — of 
Copenhagen, 
Denmark, July 22-27, 1956. 
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Science for the World’s Well-Being 
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the pattern of 


POTENTIATED 
TETRACYCLINE 


therapy 


COSA- 


capsules 
125 mg., 250 mg. 


oral suspension 
orange flavored, 2 oz. bottle, 125 mg. 
per teaspoonful (5 ec.) 


pediatric drops 

orange flavored, 10 cc. bottle (willl 
calibrated dropper), 5 mg. per drog 
(100 mg. per cc.) 


CE> Science for the world’s well-being 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc 
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During her 
reproductive years— 
almost every woman 


needs iron therapy 


The average woman loses 1 mg. 

of iron per day through normal 
elimination. Add to this an average 
of 15 to 30 mg. each menstrual 
period.’ It is evident that many 
women deplete their iron reserves 
faster than the normal diet 

can replenish them. 


Many clinicians recommend that 
every woman, during her 

reproductive years, receive iron 
therapy for six weeks each year. 


Livitamin, with pepfonized iron, 


offers an excellent formula to restore | 


depleted iron reserves. Peptonized 
iron is well absorbed and stored, 
and less irritating than other forms. 
The Livitamin formula, which 
contains the B complex, provides 
integrated therapy to normalize 

the blood picture. 


1. Brown, E.B., Jr. The Management of Iron Defi- 
ciency Anemia, GP, 2:87 (Feb. 1958). 


with Peptonized Iron 


FORMULA: Each fluidounce contains: 


Iron peptonized 420 mg. 
iv. in elemental iron to 71 mg.) 

inganese citrate, soluble .. . 158 mg. 
Thiamine hydrochloride .... 10 mg. 

Vitamin Activity... mcg. 

(derived from Cobalamin conc.) 

50 mg 
Pyridoxine hydrochloride l mg 
2 Gm 
branextract 1 Gm 


The S. E. Company 


BRISTOL, TENNESSEE « NEW YORK « KANSAS CITY « SAN FRANCISCO 
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Livitamin 
is better 
because 

it contains 


peptonized 


iron current studies* 


show peptonized iron 


e Absorbed as well as ferrous sulfate. 
e Non-astringent. 


e Free from tendencies to disturb digestion. 
(One-tenth as irritating to the gastric mucosa 
as ferrous sulfate.) 


e More rapid response in iron-deficient 
anemias. 


e One-third as toxic as ferrous sulfate. 


“Keith, J.H.: Utilization and Toxicity of Peptonized Iron and Ferrous Sulfate, 
Am. J. Clin. Nutrition 1:35 (Jan.-Feb., 1957). 


with Peptonized Iron 
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therap 


COSA-TERRAMYCIN® 


oxytetracycline with glucosamine 


peach flavored, 

125mg. pertea- 100 mg: per cc. 
spoonful (6 ec.), (5 mg. per drop 
2 oz. bottle 10 ec. bottle 


tion. Science for the world’s well-be active against various isolated virus strains. Effectively 

cosa PFIZER LABORATORIES ay prevents or modifies mumps in children and adults. 
Chas fizer & Co. LEDERLE LABORATORIES, A Division of 
Brooklyn 6, N. Y. AMERICAN CYANAMID CO., Pear! River, N.Y. 
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Specific immunizing antigen (chick embryo origin) 


s Sulfate, 


a | IN LOW-BAG 


of eman & Pharmacia. 
No. 2,567,351. Other 
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CONTEMPORARY DESIGN, ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY 
-UNITS EVER OFFERED. 


tOMPACT—less space required . . . SIMPLIFIED—but 
lowing technical flexibility .. . CONTEMPORARY—will 
ompliment its surroundings . .. VERSATILE—diagnostic 
adiography—fluoroscopy. 


COMPLETE .. . 18” focal spot table 
top distance...recipromatic 
bucky . . . hand tilt table .. . 
12” x 16” fluoroscopic screen . . . 
motor driven table . . . spot device 
.. 12” x 12” fluoroscopic screen. 1 


... 100 MA Control, floor, 
desk or wall mount f 
... 300 MA Full Wave Con- 
trol Console, 1/30 second 
electronic timer . . . both 
with integrating fluoro- 
scopic timer. 


| 


444 Wilson Avenue, Chicago 31, Mlinois UNderhill 17-7550 


see the yellow pages for your Mattern dealer 


because an accurate 
cGiagnosis depends on 


an accurate record... 


more and more doctors 
are using the 

BURDICK EK.III 
ELECTROCARDIOGRAPH 


DUAL-SPEED ELECTROCARDIOGRAPHY 
AT ITS FINEST 


For complete specifications and information on the 
EK-Ill, please write directly to: The Burdick 
Corporation, Milton, Wisconsin or call your local 
Burdick representative. 


<> 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 

Branch Offices: NEW YORK * CHICAGO © ATLANTA © LOS ANGELES j 

Dealers in all principal cities 


} 
~~ | 25 mm. per second or 50 mm. per second 
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a 


second 


RAPHY 
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LOUISIANA 


Dr. Edwin Hugh Lawson, New Orleans, President- 
Elect of the Southern Medical Association, has been 
inaugurated President of the Federation of State 
Medical Boards. Dr. Lawson is also Secretary- Treasurer 
of the Louisiana State Board of Medical Examiners. 

Dr. Charles E. Dunlap, Chairman, Department of 
Pathology, Tulane University School of Medicine, New 
Orleans, has been re-elected to a new three year term 
on the Board of Directors of the Oak Ridge Institute 
of Nuclear Studies, Oak Ridge, ‘Tennessee. 

Dr. William W. Frve, Dean and Professor of Tropi 
eal Medicine, Louisiana State University School of 
Medicine, New Orleans, has been appointed to the 
National Advisory Allergy and Infectious Diseases 
Council. Dr. Frve has been a special consultant: in 
tropical medicine to the U. S$. Public Health Service 
since 1946. 

The Baton Rouge Pediatric Society announces its 
June 16 quarterly meeting which will consist of a pro- 
gram by Dr. Alan Moncrief, Chiet of Staff, The Hos- 
pital for Sick Children, Great Armond Street, London, 
England. For further information contact Dr. Francis 
M. Harris, Jv., Secretary- Treasurer, Baton Rouge Pedi- 
atric Society, 1401 North Foster Drive, Baton Rouge. 


MARYLAND 


Dr. John C. Devers, Bethesda, has been elected a 


corticoid-salicylat 
compound 
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Junior Member of the American Society of Anesthesi- 
ologists. 

Dr. Michael Elvan has been named to serve as Clinic 
Assistant Director under Dr. J. Edmund Bradley, Pro- 
fessor of Pediatrics, at the University of Maryland 
Hospital. 

Dr. Albert E. Bunker has been elected Chief of Staff 
of the Cambridge Hospital and Dr. Lawrence Mary 
anov has been named Assistant Chief. 

The following county medical societies have elected 
olficers: 

Carroll, County. President, Dr. C. Billingslea, 
Westminster; Vice-President, Dr. Wilbur H. Foard, 
Manchester; and Secretary-Treasurer, Dr. 
Welliver. 

Harford County. President, Dr. Philip W. Heuman, 
Belair; Vice-President, Dr. Edward Loo, Havre de 
Grace; Secretary- Treasurer, Dr. I. Randall Ross, Havre 
de Grace; and Delegate. Dr. M. Dudley Phillips, 
Darlington. 

Talbot County. President, Dr. Arthur B. Cecil, Jr., 
Easton; First Vice-President, Dr. John S. Green III, 
Easton; Second Vice-President, Dr. Guy M. Reeser, 
Tilghman’s Island; Secretary-lreasurer, Dr. Louis S. 
Welty. Easton; and Delegate, Dr. Thurston Harrison, 
Easton. 


Daniel 


Wreomico County. President, Dr. Hunter R. Mann, 
Vice-President, Dr. Theodore Smith; and Secre- 
tary- Preasurer, Dr. James P. Gallaher, all of Salisbury. 

The Staff of the Harford Memorial Hospital elected 
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SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 
James P. King, M.D., Director 

Daniel D. Chiles, M.D. William D. Keck, M.D. 

Clinical Director J. William Giesen, M.D. 
James K. Morrow, M.D. Internist (Consultant) 
Clara K. Dickinson, M.D. Edward W. Gamble, III, M.D. 
Clinical Psychology: Don Phillips 
Thomas C. Camp, Ph.D. Administrator 


Artie L. Sturgeon, Ph.D. 
AFFILIATED CLINICS 


Bluefield Mental Health Center Beckley Mental Health Center 
525 Bland St., Bluefield, W. Va. 207% McCreery St., Beckley, W. Va. 
David M. Wayne, M.D. W. E. Wilkinson, M.D. 
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the following officers for the year 1959: President and 
Chief of Staff, Dr. Frederick J. Hatem, Aberdeen; 
Vice-President, Dr. Barry J. Plunkett, Aberdeen; and 
Secretarv- Treasurer, Dr. Wilford A. H. Councill, Balti- 
more. 


MISSISSIPPI 


Ihe newly formed Mississippi Psychiatric Society, a 
District Branch of the American Psychiatric Associa- 
tion, held its first annual meeting in March at the 
University of Mississippi Medical Center, Jackson. Dr. 
Flov Jack Moore, Chairman of the Department of Psy- 
chiatry, University of Mississippi Medical Center, was 
elected President to succeed Dr. Frank Donaldson, 
Jackson. Other officers elected were: President-Elect, 
Dr. Lawrence G. Behan, Veterans Administration, 
Gulfport; Secretary-Treasurer, Dr. L. C. Hanes, De- 
partment of Psychiatry, University of Mississippi Med- 
ical Center; Council Member, Dr. J. J. Head, Clinical 
Director, Mississippi State Hospital, Whitfield; Dele- 
gate, Dr. W. L. Jaquith, Director, Mississippi State 
Hospital, Whitfield; and Alternate Delegate, Dr. 
Beverley E. Smith, Jackson. 

Dr. Catherine C. Goetz has been appointed Associate 
Professor of Pathology at the University of Mississippi 
School of Medicine. She had been in practice in Nat- 
chez since 1955. Dr. Goetz is current President of the 
Mississippi Association of Pathologists, a Diplomate of 
the American Board of Pathologists, and a member of 
the American College of Pathologists and the Ameri- 
can Society of Clinical Pathologists. 

Dr. Kenneth Heard, Mississippi Baptist Hospital, 
Jackson, has been chosen President-Elect of the South 
Central Association of Blood Banks, and Dr. C. B. 
Mitchell, Meridian, was elected to the Board of 
Directors. 


Dr. Omar Simmons, general surgeon of Newton, has 
been named President-Elect of the Mid-South Post- 
graduate Medical Assembly. Dr. 1. B. Otken, Green 
wood, was elected Vice-President. 

New officers of the Mississippi Chapter of the 
Academy of General Practice include: President, Dr. 
A. T. Tatum, Petal; President-Elect, Dr. R. J. Moor- 
head, Yazoo City; Vice-President, Dr. Louis F. Rittel- 
meyer, Jackson; and Secretary, Dr. J. Roy Bane, Jack- 
son. Dr. Moorhead has also been chosen President- 
Elect of the Association of American Physicians and 
Surgeons. 


MISSOURI 


The following officers have been elected by the St. 
Joseph Hospital staff: Dr. John A. Growden, Presi- 
dent; Dr. W. W. Gist, President-Elect; Dr. H. E. Lin- 
Secretary; and Dr. H. H. Virden, Treasurer. 

r. John B. McHugh, manager of the Kansas City 
nat Administration Hospital, has been appointed 


manager of the Veterans Administration Hospital at 
Wilkes-Barre, Pennsylvania. 


Dr. J. V. Quigley has been elected President of the 
Kansas City Health and Welfare Council, and Dr. Paul 
Harpel was elected Vice-President. 
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New appointments at the University: of Missouri 
Medical Center are as follow: 

Dr. Gerhard Jolin Gislason has been appointed Xs 
sociate Professor of Surgery (Urology). He is now asso 
ciated with Hahnemann Medical College as Associate 
Professor of Urology and is private practice in 
Abington, Pennsylvania. 

Dr. Jolin A. Buesseler has been appointed Associate 
Protessor of Surgery (Ophthalmology). He is now as- 
sociated with the University of Wisconsin as an Assist 
ant Clinical Professor of Ophthalmology and is also 
practicing in| Madison, Wisconsin. 


Dr. James M.A. Weiss has been appointed Lectures 
in Psychiatry, part-time. Dr. Weiss is Director of the 
Division of Community Psychiatric Services. Malcolm 
Bliss Mental Health Center, St. Louis, and is Assistant 
Professor of Psychiatry at the Washington University 
School of Medicine. 

Dr. John F, Porterfield has been appointed a Fellow 
in Pathology effective July 1. 

Dr. lra D. Godwin has been appointed Instructor in 
Pathology effective August 1. Dr. Godwin is at present 
Chict of Laboratory Service at Scott) Air Force Base. 
Illinois. 

Dr. Victor M. Carnes has been appointed Assistant 
Instructor and First Year Resident in Pathology. He is 
at present Medical Officer in the United States Navy 
at Pensacola, Florida. 


MAY 1959 


Dr. James K. Mann has been appointed Assistant 
Instructor and First Year Resident in Pediatrics effec 
tive July 1. 

Dr. Jose Sala has been appointed Clinical Associate 
in Radiology. Dr. Sala is currently Chief of Radio. 
therapy at the Fischel State Cancer Hospital, 
Columbia. 

Dr. Freddie Lee Hayes has been appointed Assistant 
Instructor and First Year Resident in General Practice 
clfective July 1. 

Dr. Robert L. Jackson, Chairman, Department of 
Pediatrics, University of Missouri School of Medicine, 
Columbia, was elected President-Elect of the Missouri 
Diabetes Association at a meeting of the Association 
Council. 


NORTH CAROLINA 


It has been announced that Dr. Robert Zeppa, 
Instructor in ‘Thoracic Surgery of the Department of 
Surgery. University of North Carolina School of Medi- 
cine, has been named a Markle Scholar in Medical 
Science. This is the seventh time a member of the 
faculty of the University has received this honor, 
considered to be one of the highest honors for prom- 
ising voung men in the field of academic medicine. 
Dr. Zeppa is the first scholar appointed in the De- 
partment of Surgery. Three have been appointed in 
the Department of Medicine, two in the Department 
of Pathology and one in the Department. of Pedi 
atrics. 
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equipped with complete laboratory facilities including electroencephalography and X-ray. 
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the complaint: “nervous indigestion” 


the diagnosis: any one of several nonspecific gastrointestinal disorders re- 
quiring relief of symptoms by sedative-antispasmodic action with concomitant 
digestive enzyme therapy. the prescription: a new formulation, incorporating 
in a single tablet the actions of Donnatal and Entozyme. the dosage: two 
tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer 


layer: 
Hyoscyamine sulfate ............ 0.0518 mg. 
Atropine sulfate .................. 0.0097 mg. 
Hyoscine hydrobromicde ...... 0.0033 mg. 
Phenobarbital (14 gr.) ........ 8.1 mg. 
150 mg. 
in the enteric-coated core: 
Pancreatin, N.F. 300 mg. 
150 mg. 
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Dr. Robert A. Ross, Professor and Chairman of the 
Department of Obstetrics and Gynecology, University 
of North Carolina School of Medicine, was recently 
installed as President of the Tri-State Medical So- 
ciety. He also served as a Visiting Professor at a post 
graduate course for general practitioners of the Towa 
Academy of General Practice. 

Dr. Felda Hightower, Associate Protessor of Surgery, 
Bowman Gray School of Medicine, was awarded the 
first annual Arthur M. Shipley Medal of the Southern 
Surgical Association. The award was for the best 
paper presented at the 1957 meeting. 


TENNESSEE 


Dr. Milford O. Rouse, Dallas, Texas, President of 
the Southern Medical Association, has announced the 
appointment of Dr. Roy A. Douglass, Sr., Huntingdon, 
as an Associate Councilor from Tennessee. 

Dr. Robert A. Utterback, Associate Professor of 
Neurology, State University of Lowa, has joined the 
staff of the University of “Tennessee College of Medi- 
cine as Professor of Neurology and Head of the Sec- 
tion of Neurology in the Department of Internal Medi- 
cine. 

Dr. Robert S. Lash, Knoxville, who promoted the 
establishment of the poison control center at the U. 1. 
Memorial Hospital, has been named “Young Man ot 
the Year” by the Tennessee Junior Chamber of Com- 


merce. The citation stated that in addition to having 
established the poison control center, of which he is 
Director, Dr. Lash is tremendously interested in youth 
work and has contributed much to the youth program 
of the Optimist Youth Camp in South Knoxville. He 
is also State Chairman of the Flying Physicians. 

Dr. William G. Stephenson, Chattanooga, has as. 
sumed the Presidency of the Mid-South Postgraduate 
Medical Assembly. Dr. David FE. Stewart. Brownsville, 
was elected Vice-President. 

Dr. J. W. Oursler, Humboldt, has been named Hum 
boldt’s outstanding senior citizen for 1959. 

Dr. Hugh Smith, Memphis. has been named Presi. 
dent-Elect of the American Academy of Orthopedic 
Surgeons. 

Dr. Fred C. McCall has been elected Chief of the 
Medical Staff at Bristol Memorial Hospital. Other new 
officers include: Dr. Talmadge Buchanan, Vice Chiet 
of Staff; Dr. Frank Sutterlin, Chief of Surgery; Dr. 
Russell Frankhouser, Secretary-Treasurer; Dr. Joe 
Mitchell, Chief of Obstetrics and Pediatrics; and Dr, 
Fred Vance, Jr.. Chief of Medicine. 

Dr. Robert H. Elder, Cedar Hill, has been elected 
President of the Andrew Jackson Chapter of the Ten- 
nessee Academy of General Practice. 

Dr. Addison B. Scoville, Nashville, has been 
named Chairman of the Board of Directors of the 
Nashville Academy of Medicine. 

Dr. Elizabeth Lodge, Union City, has accepted the 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 
services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. Howarp R. MASTERS Dr. James ASA SHIELD 
Dr. Wem M. Tucker Dr. Grorce S. Furtz, Jr. 
Dr. Ametia G. Woop Dr. Rosert K. 
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post of Director of the Obion and Lake Counties 
Health Department. 

The Civitan Club of Memphis has chosen Dr. L. M. 
Graves as Memphis’ “Outstanding Citizen of 1958.” 

Dr. Gordon L. Hixson, Chattanooga, has joined 
Hutcheson Memorial Hospital at Fort Oglethorpe as 
Head of its Department of Radiology. 

The new Chief of Staff at Knoxville Baptist Hos. 
pital is Dr. Richard C. Sexton. Also elected were Dr. 
Jack Chesney, Vice-Chief of Staff; and Dr. Homer 
Ogle, Secretary. 

The following county medical societies have elected 
officers: 

Chattanooga-Hamilton County. Dr. Carl) A. Har- 
tung, President; Dr. George K. Henshall, President. 
Elect; and Dr. Harry A. Stone, Secretary-Treasurer. 

Anderson-Campbell County. Dr. John Pryse, 
President; Dr. Charles Rogers, Vice-President — for 
Campbell County; and Dr. J. M. Cox, Vice-President 
for Anderson County. 

Warren County. Dr. Ralph B. Moore, McMinnville. 
President; Dr. J. E. Phillips, Vice-President; and Dr. 
C. Stubblefield, Secretary- Treasurer. 

Memphis-Shelby County. Dr. Ralph O. Rychener, 
President; Dr. Duane M. Carr, President-Elect; Dr. 
Bland W. Cannon, Vice-President; Dr. Charles J. 
Deere. Secretarv; and Dr. Ben L. Pentecost, ‘Treasurer. 
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Dickson County. Dr. J. C. Elliott, President; Dr, \ 
William Jackson, Vice-President; and Dr. E. W. Mc- 
Pherson, Secretary-Treasurer. 
$e I é | ; Y V I E W Lauderdale County. Dr. Walter E. David, President; A 
Dr. Parks Walker, Vice-President; and Dr. C. R. Webb, 
Secretary, all of Ripley. 0 
Sumner County. Dr. W. M. Dedman, Gallatin, Pres- ¢ 
S NIT RI M ident; Dr. James Robert Trout, Vice-President; and 
A A Dr. Vincent Small, Secretary-Treasurer. t 
a 
TEXAS 
Dr. Arild E. Hansen, Professor of Pediatrics and : 
Chairman of the Department, has been elected to the 
For the diagnosis and treatment of American Board of Pediatrics. ‘ 
- Dr. J. Fred Mullins, Professor of Dermatology and S 
nervous and mental disorders, and Chairman, has been chosen to serve on the Board of 
addiction to alcohol and drugs. the National Foundation for Research in Cutaneous ‘ 
Diseases. 
Dr. Herman C. Sehested, Fort Worth, was elected \ 
1959 President of the Texas Radiological Society when 
Established 1907 the group met in Dallas. Other officers are Dr. Del- ( 
phin von Briesen, El Paso, President-Elect; Dr. Ben l 
DuBilier, Austin, First Vice-President; Dr. Albert G. I 
NASHVILLE. TENNESSEE Barsh, Lubbock, Second Vice-President; and Dr. R. P. € 
, O’Bannon, Fort Worth, Secretary-Treasurer. 
Dr. Carlos A. Slaughter, Sugar Land, has been elect- I 
ed a Trustee of the Laura Eldridge Memorial Hos- a 
pital. 
I 
I 
J 
( 
I 
HILL CREST SANITARIUM 
Established in 1925 
a FOR NERVOUS AND MENTAL DISEASES 
; AND ADDICTION PROBLLEMS 
Out-Patient Clinic and Offices 
James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones WO1-1151 and WO 1-1152 
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Drs. M. Elizabeth Gentry and Georgia F. Legett, 
Austin, have been listed in the first edition of “Who's 
Who of American Women.” 


Dr. Hubertus Strughold, Advisor tor Research and 
Professor of Space Medicine at the Air Force School ot 
Aviation Medicine in San Antonio, has been named 
the 1958 winner of the Dr. John J. Jeffries award for 
outstanding contributions in space and aviation medi- 
cine research. 

Dr. Elda Von Bose, San Antonio, who recently re- 
tired after 44 years of medical practice in hospitals 
across the nation, has been selected as “Woman Physi- 
cian of the Year” by the Alamo Chapter of the Amer- 
ican Medical Women’s Association. 


Dr. T. W. Folbre has been elected President of the 
Nix Memorial Hospital, San Antonio, with Dr. Paul L. 
Gorsuch, Vice-President, and Dr. Robert W. Griffin, 
Secretary. 


Dr. Lester L. Keyser, for the past 21 years associated 
with the Fredericksburg Hospital and Clinic, has been 
appointed Medical Director for the new Southern 
Methodist University Student Health Center, Dallas. 


Texans recently named Fellows of the American 
College of Radiology include Dr. V. H. Shoultz, Abi- 
lene; Dr. James A. Martin, Dallas; Drs. Gilbert H. 
Fletcher and Luther M. Vaughan, Houston; Drs. Rob- 
ert F. Boverie and Delphin von Briesen, El Paso. 


Dr. Stuart A. Wallace, Chairman, Department of 
Pathology, was presented the George T. Caldwell 
award, naming him “Pathologist of the Year for the 
State of Texas” at a meeting of the State Clinical 
Pathologists in Houston. The presentation was made 
“in recognition of long and distinguished service to 
mankind in the field of Pathology.” 


VIRGINIA 


Dr. Charles A. Hudson is President of the Alexan- 
dria Hospital Medical Staff, succeeding Dr. Adrian J. 
Delaney. Dr. George Speck is President-Elect, and Dr. 
James D. Mills, Secretary-Treasurer. 


Dr. William H. Barney, Lynchburg, has been named 
“Outstanding Young Man” of the year by the Junior 
Chamber of Commerce. He is the eleventh recipient 
of the annual distinguished service award and the first 
physician to be so honored. 


Dr. D. W. Scott, Jr., has been installed as President 
of the Fredericksburg Kiwanis Club. Dr. T. Stacy 
Lloyd is a Director of the Club. 

Dr. Clifford G. Gaddy has been named Danville’s 
“Outstanding Young Man of 1958” by the Junior 
Chamber of Commerce. The honor was presented to 
him as “a father of six, a lay preacher, a skilled phy- 
sician and the President of the Danville Little League 
Baseball Association.” 


Dr. James H. Powell has been elected Chairman of 
the Medical Staff of the Petersburg General Hospital, 
succeeding Dr. Julius H. Hopkins. Vice-Chairman is 
Dr. Munford R. Yates and Secretary is Dr. David B. 
Drewry. 

Dr. C. L. Riley, a member of the Board of Directors 
of the Commercial & Savings Bank, Winchester, during 
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the past five years, was elected Chairman of the Board 
at a meeting of the stockholders. 

Dr. Robert D. Shreve, Altavista, has been named the 
third annual “Man of the Year” for outstanding service 
to the community. 

Dr. Robert J. Faulconer, Norfolk, has been installed 
as President of the Virginia Society of Pathology. Dr. 
David E. Smith, Charlottesville, is President-Elect, and 
Dr. George J. Carroll, Suffolk, Secretary-Treasurer. 


WEST VIRGINIA 


Dr. Margaret IT. Ross, Director of Community Serv- 
ice, West Virginia State Department of Mental Health, 
was named by Governor Cecil H. Underwood as acting 
State Director of Mental Health. She succeeds Dr. 
William B. Rossman, Charleston, who resigned. 

Dr. Leo H. Mynes, Charleston, has been named 
Chairman of the Committee on School Health, a spe- 
cial committee set up by the Council of the West 
Virginia State Medical Association. 

Dr. H. J. Maxwell, Petersburg, has been elected 
President of the Potomac Valley Medical Society and 
Dr. H. L. Eye, Franklin, was elected  Secretary- 
‘Treasurer. 

Dr. William L. Cooke, Charleston, has been elected 
a member of the Publication Committee of the West 
Virginia State Medical Association. He succeeds Dr. 
G. G. Irwin, who resigned recently after serving as 
a member of the committee for the past 20 years. 


MAY 1959 


CLASSIFIED ADVERTISEMENTS 


FOR RENT OR SALE—Attractive office suitable for 
one physician. Air conditioned, opposite Mount Park 
Hospital, St. Petersburg. Telephone 52-3813 or write 
S. C. Swieky, 1019 - 12th Avenue, North, St. Petersburg, 
Florida. 


POSITION WANTED—Qualified General Surgeon 
available promptly. Have Georgia and North Carolina 
licenses. Prefer small community, will work with 
group. Credentials upon request. Contact GAA, c/o 
SMJ. 


POSITION AVAILABLE—Vacancy at Crownsville 
State Hospital, Anne Arundel County, Maryland, for 
a qualified Clinical Director. Incumbent will direct 
the medical, surgical and psychiatric treatment ren- 
dered to mental patients. This is a challenging posi- 
tion in one of Maryland’s largest mental hospitals. 
Requires graduation from accredited medical 
school; recent experience and training in an active 
teaching psychopathic hospital; OR at least six years 
recent experience in psychiatry, including two years 
in a responsible administrative position. Also requires 
certificate from American Board of Psychiatry and 
Neurology and a Maryland medical license. Salary: 
$12,000-$14,400 (Max. in 5 yrs.) File applications im- 
mediately with the Commissioner of Personnel, 31 
Light Street, Baltimore 2, Maryland. 


FOR THESOFFSCHEDULE 
STOMACH 


antispasmodic-sedativj 


puts the “jumpy” g.i. tract back on schedule, 
through the regulative action of: 


15 mg. BUTISOL sodium® 
butabarbital sodium 


15 mg. natural extract belladon: 


(PER TABLET 
ORSCC.) 


BUTIBEL Tablets- Elixirs Prestabs® Butibel R4 
(Repeat Action Tablets) 


| McNEIL McNEIL LABORATORIES, ! 
PHILADELPHIA 32, PA. 
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QUESTION: 
Why is Belle: gal an unusually effective 
adjunct in functional gynecologic 
disorders? 


ANSWERS: 
Quoted from published reports of 
leading clinicians. 


“Remarkable improvement 
.. obtained in relatively all 
major complaints [associ- 
ated with dysmenorrhea, 
pelvic congestive symptoms, 
menopausal distress].... A 
more uniform and prolonged 
relief of tension may now be 
obtained by use of Bellergal 
Spacetabs.” (Stewart, R. H.: 
West. J. Surg. 64:650, Dec. 1956.) 
125 women who pre- | 
sented climacteric symp- EN 
toms: flushes, flashes, 
sweats, palpitation, tension, 
fatigue, bloating, insomnia, 
and headaches...73 re- 
sponded [to a 2 to 4 week 
course of Bellergal therapy] 
so well that the dose was re- 
duced...or the drug was com- 
pletely discontinued. Some now only take a 
few tablets to help them through critical situ- 
ations...” inoky, N. R.: J. Am. M. 
Women's 2294, Aug. 1952.) 


“.,. based on the concept that 
a labile nervous system is a 
major factor in [premen- 
strual tension and disturb- 
ances of the menopause]... 
the combination of drugs 
present in Bellergal served 
admirably in the reduction 


of symptoms, both as to de- 


gree and number. The im- 
proved sense of well-being offers satisfactory 
evidence that such patients may derive con- 
siderable benefit from this simple method of 
treatment.” (Craig, P. E.: M. Times 81:485, 
July 1953.) 


“..0f 303 gynecologic - - 
patients [premenstrual 
tension, dysmenorrhea, men- 
strual irregularity, postmen- 
strual tension] ...a total of 
90 per cent of the cases were 
benefited by the use of this 
drug [Bellergal].” (Mac- 
Fadyen, B. V.: Am. Pract. & 
Digest. Treat. 2:1028, Dee. 
1951.) 


for functional disorders 


of 


menstruation and menopause 


Spacetabs’ 


effectively relieve distress of 

hot flashes...sweating... 
headache... fatigue... irritability... 
palpitation...insommnia 


BELLERGAL SPACETABS 

Bellafoline 0.2 mg.,ergotamine tartrate 0.6 mg., 
phenobarbital 40.0 mg. Dosage: 1 in the 
morning, and 1 in the evening. 


BELLERGAL TABLETS 

Bellafoline 0.1 mg.,ergotamine tartrate 0.3 mg., 
phenobarbital 20.0 mg. Dosage: 3 to 4 daily. 

In more resistant cases, dosage begins with 

6 tablets daily and is slowly reduced. 
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QUALITY | RESEARCH / INTEGRITY 


MI-CEBRIN®... broad vitamin-mineral 
support to help maintain tissue integrity 


“Mere duration of life is not enough,”’ stresses Spies;! ‘'. . . we must devise methods 
which make old age wait.’’ These, he says, are chiefly dependent on nutrition and 
the metabolic state. Although nutrition is a problem that involves all essential 
nutrients, vitamins and minerals play a vital role in the production and main- 
tenance of healthy tissues. 

Mi-Cebrin supplies 11 vitamins and 10 minerals in an attractive, easy-to- 
take tablet. Just one tablet a day will prevent practically all known vitamin- 
mineral deficiencies. Prescribe Mi-Cebrin as a part of your total effort to extend 
the prime of life of your adult patients. 


Mi-Cebrin® (vitamin-minera! supplements, Lilly) 


1. Spies, T. D.: The Influence of Nutritional Processes on Aging, South. M. J., 50:216, 1957. 


LILLY VITAMINS...“THE PHYSICIAN'S LINE” 
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2% day course are available in 


